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PULLEN’S MEDICAL DIAGNOSIS 


This book was written to meet a need, long felt, for a safe and sure guide on medical diagnosis 
that would include more—much more—than just the usual cardinal material found in most books 
on diagnosis. It is a book in which diagnosis is considered in direct relationship to altered body 
states, whether physiologic or anatomic—a book that explains, epitomizes and summarizes the com- 
plete examination of the entire body of the sick person—from head to feet. 


The 27 contributing authorities who wrote this book have not been content with simply teaching 
the examination of the part or system affected, but stress the necessity of mastering the examina- 
tion of the entire body as a whole in order to translate better the findings into a well-considered 
and accurate diagnosis. To this end, they give not only the four cardinal methods of physical 
diagnosis, but include also endoscopic, roentgenographic, fluoroscopic and histologic procedures— 
in fact, everything short of the laboratory. 


Beautifully illustrated with 863 illustrations on 584 figures, 45 in colors, replete with tables, sum- 
maties, charts and many valuable quick-reference aids, this book may be truly said to be dedicated 
to the principle: A good clinician must first be a good diagnostician. 


By 27 Authorities. Edited by Roscoe L. Pullen, A.B., M.D., Instructor in Medicine, Tulane Uni- 
versity of Louisiana School of Medicine, Assistant Clinical Director, Charity Hospital of Louisiana 
at New Orleans. 1,106 pages, $10.00. 
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ophthalmic supplies being urgently 
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LIPPINCOTT SELECTED PROFESSIONAL BOOKS 


First Edition ESSENTIALS OF ALLERGY by Leo H. Criep, M.D. 


S i: di ee Criep presents a working manual of material essential to the general 
practitioner. wi whoee job is to treat rgy in its many forms. Based on the author’s own wide clinical ex- 
perience, TIALS OF ALL "ALLERGY describes in precise terminology a step-by-step survey of the many 
phases of Ss ed so important to the clinician. 

LEO H. CRIEP, M.D.—Assistant fi of Medicine and L 
University of Pittsburg’ 


SOUTHERN MEDICAL JOURNAL 


ey, School of Medicine, 
h—one of thes nation’s foremost authorities on and 


350 Pages—_Many Excellent Illustrations __$5.00 


First Edition ESSENTIALS OF BODY MECHANICS In Health and Disease 
by Joel E. Goldthwait, M.D. 


Selective-service examinations have pointed out the everyday need for better body mechanics training. De- 
formities and defects that are now prevalent could, according to medical examiners, be prevented or corrected 
through such training. 

In this New Edition of ESSENTIALS OF BODY MECHANICS, such training is outlined in complete detail 
with close correlation between specific deformities and di and dial body-mechanics. this 
training is of particular importance to aging patients, a new chapter has been added on Geriatrics—the medical 
treatment to retard the physiologic processes of old age. 


In this edition, too, many new pictures have been added and chapters rewritten to include the most recent 
information and research in the field. 


CONTENTS 


pis ey ae OF CHRONIC MEDICINE DISEASES OF THE NERVOUS SYSTEM 


Y TYPES CHRONIC ARTHRITIS 
BODY MECHANICS TREATMENT 


DEVELOPMENTAL DEFORMITIES THE FOOT 
PUBLIC HEALTH ASPECTS OF BODY 


Ics 
TO OBESITY GERIATRICS AND BODY a 
DISEASES OF THE ABDOMINAL VISCERA 128 Illustrations $5. 


First Edition 
ESSENTIALS OF PROCTOLOGY 


Second Edition 
ESSENTIALS OF DERMATOLOGY 


by Harry E. Bacon, M.D. 


Treatment of disease of the anus, rectum, sigmoid 
colon, presented for use by the busy prac 


by Norman Tobias, M.D. 


_ Differential diagnosis is stressed and tabulated; 
tic features are emphasized and therapy is up- 


Useful tabulated charts show important features in 
different diagnosis. Wide in scope, practical in con- 
cepts. 
345 Pages, 168 Illustrations, Price $3.50 
First Edition 
ESSENTIALS OF SYPHILOLOGY 
y Rudolph H. Kampmeier, M.D. 
_ Covers po entire ” field of including 
tment, control and prevention. Treats 
ny a systemic disease and includes newest 
treatments including the use of sulfonamides and 
penicillin. 
539 Pages, 88 Illustrations, Price $5.00 


Enter my order and send me: 


0) ESSENTIALS OF PROCTOLOGY 


(0 Charge My Account 
$3.50 Under your guarantee I may return any of these 
books within 10 days, otherwise I will pay in full 
within 30 days. 


by Bacon 
O ESSENTIALS OF SYPHILOLOGY 
by Kam 
0 ESSENTIALS OF DER ATOLOGY 
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(0 FUNDAMENTALS OF PSYCHIATRY 
by Strecker $3.00 
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by Crie $5.00 
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by Goldthwait $5.00 CITY AND STATE 
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FOR PRACTICAL EVERYDAY USE 


J. B. LIPPINCOTT COMPANY, Philadelphia 5, Pa. SMJ-545 


— and complete. ‘No better treatise on derma- 
tology exists for the practitioner.’ 


497 Pages, 156 Illustrations, Price $4.75 


Second Edition 
FUNDAMENTALS OF PSYCHIATRY 
by Edward A. Strecker, M.D. 
Emphasizi the lationship between psychiatry 
and internal saedicine, this book makes accessible the 
basic facts in very acceptable form, and provides the 
busy physician with an authoritative guide to the 
psychiatric problems of everyday practice. 
219 Pages, 15 Illustrations, Price $3.00 
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ANATOMICAL SUPPORTS 


for 


PENDULOUS ABDOMEN 


Patient of stocky type of build before and after application of a Camp Support 


ANY obese patients delay seeking a physician’s advice until the 
overburdened joints show arthritic changes or severe dyspnea or 
anginal pain develops. 

Gastro-enterologists and other clinicians report that anatomical sup- 
ports are efficient aids in the treatment of these patients. Fitted in a 
reclining position, Camp Supports, by reason of the fact that they support 
the pelvic girdle, hold the forward load up and back, giving relief to 
the lumbar spine. They reduce the drag of the viscera upon the diaphragm, 
helping to improve its action in respiration and circulation. Camp 
Supports are comfortable and economically priced. 


S.H. CAMP & COMPANY ®* Jackson, Michigan * World’s Largest Manufacturers of Scientific Supports 


Offices in CHICAGO * NEW YORK * WINDSOR, ONTARIO * LONDON, ENGLAND 
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McCormick’s New Text 


PATHOLOGY of LABOR, 
th PUERPERIUM and 
the NEWBORN 


“Rational sequence of subject matter, 
concise and complete presentation, -illus- 
trated by well-selected and clear draw- 
ings, and inclusion of recent develop- 
ments attune the book to the demands of 


the day.” 
INDIANA STATE MEDICAL 
JOURNAL 
By All practitioners of obstetrics will want to own this new and 
CHARLES O. McCORMICK, “different” volume. 
A.B., M.D., F.A.CS., Clinical The author has developed a well-illustrated refresher guide 
P rofessor of Obstetrics, In- which is complete without being cumbersome—a guide dedi- 
diana University School of cated to the recognition and proper evaluation of the 
Medicine. pathologic. 
399 pages, 191 illustrations, Extra consideration is given to pelvimetry, breech extraction, 
10 in color . . . . $7.50 placenta previa, puerperal infection, asphyxia neonatorum, ; 
etc., and new topics such as use of the sulfonamide, peni- 
Order Today! cillin, stilbestrol, vitamin K and continuous caudal analgesia 
“i are covered. 
The C. V. Mosby Company SMJ 5/45 


3207 Washington Boulevard 
St. Louis 3, Missouri as 


Gentlemen: Send me McCormick’s new text, PATHOLOGY OF LABOR, THE PUERPERIUM 
AND THE NEWBORN. Price, $7.50. 


ada Attached is my check. _.......Charge my account. 


Dr 


Address_____. 
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When Soft Food and Fluids Are Advised— 


Modern management of the 
peptic ulcer patient lays stress 
on the liberal intake of soft 
food and fluids. The new 
concept has replaced the older 


idea of severe diet restriction. 


Horlick’s offers a bland, non- 
irritating, readily digestible 
liquid food of high nutrient 
quality. Thus it fits into the 


modern ulcer diet regimen. 


HORLICK’S 


merits your consideration 
whenever frequent, quickly 
digested liquid-nourishment 


is indicated. 


Recommend 


HORLICK 


Powder or Tablets 
The Complete Malted Milk—Not Just a Flavoring for Milk 


Obtainable at all drug stores. 
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*The name is never abbreviated; Se 
and the product is not like any a 
other infant food — notwithstand- 
2 4 ing a confusing similarity of names. 


ons 


The fat of Similac has a physical and chemical composition that permits a 
fat retention comparable to that of breast milk fat (Holt, Tidwell & Kirk, 
Acta Pediatrica, Vol. XVI, 1933) ... In Similac the proteins are rendered 
soluble to a point approximating the soluble proteins in human milk . . . 
Similac, like breast milk, has a consistently ZERO curd tension . . . The salt 
balance of Similac is strikingly like that of human milk (C. W. Martin, 
M. D., New York State Journal of Medicine, Sept. 1, 1932). No other 
substitute resembles breast milk in all of these respects. 


bh A powdered, modified milk prod ially prepared for infant feeding, made from 
rtdtes tuberculin tested cow’s milk (casein modified) from which part of the butter fat is 
Site removed and to which has been added lactose, olive oil, cocoanut oil, corn oil and fish 
liver oil concentrate. 


M&R DIETETIC LABORATORIES, INC. © COLUMBUS 16, OHIO 
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Easily calculated.. quickly 
pared. 1 fl. oz. Biolac to 1° fl. oz. 
water per pound of body weight. 
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“you certainly 
‘measure-up. 
young lady~ 


The physician prescribing Biolac is certain of this. ..the nutrition 
of his Biolac Babies “measures-up” to optimum standards. 

For Biolac (supplemented with vitamin C) is a complete infant 
formula, Adequate vitamins A, B:, B2 and D, as well as iron and 
carbohydrate eliminate calculating extra formula ingredients. The 
high-protein level of Biolac provides for normal growth and opti- 
raum health. Because of the scientifically adjusted milk-fat content, 
Biolac is readily assimilated—with a minimum of fat upsets. Small, 
soft curds and ample lactose assure ease of digestion and a natural 
stool closely resembling that from human milk. 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 
350 MADISON AVENUE - - NEW YORK 17, N. Y. 


Biolac is a liquid modified milk, prepared from whole and skim 
milks, with added lactose, and fortified with vitamin B,, concentrate 
of vitamins A and D from cod liver oil, and ferrous citrate. Evapo- 
rated, homogenized and sterilized. Vitamin C supplementation 
only is necessary. Available in 13 fl. oz. cans at all drug stores. 


Biolac...... TALK” FOR A GOOD SQUARE MEAL 
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DIET PROBLEMS 
IN GERIATRICS 


As digestive efficiency declines, along with other facul- 
ties, there may be increasing difficulty in meeting the 
need for foods with bland nutritional properties. The 
requirement for adequate protein is also one that should 
not be neglected in the diet of the older patient. 


Knox Gelatine (U.S.P.) is helpful in maintaining the 
nutritional optimum. It is all protein, containing no 
sugar or artificial, acid flavoring. Used in warm milk, as 
in the drink described below, it is often prescribed to aid 
sleep. And in the many dietary recipes developed for 
Knox Plain Gelatine, patients find a pleasing variety. 


Knox Gelatine Milk Drink: Soak one envelope of 
Knox Gelatine in % cup milk. Stir over hot 
water until gelatine thoroughly dissolves. Add 
1% cup of cold milk. Flavor with vanilla or choco- 
late syrup if desired. Mix and drink. 


KNOX GELATINE 


1S PLAIN, UNFLAVORED GELATINE ... ALL PROTEIN, NO SUGAR 
Knox Products Keep Pace Through Laboratory and Clinical Research 


lets showi rescribi 
Write tability of Knox Diets ! Free book- 
latine, Johnstown, N. dog,” 
with Copies Desired : 
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D Diabetic Diet .... Diets and 
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Symfplom-Complex 


BILIARY STASIS 
EVEN 


A. SYMPTOMS OF DYSPEPSIA 


1. Fat intolerance 
- Discomfort after meals 


. Eructation th 


2 

3. 

4. Epigastric Distention 
5. Nausea 

6. Coated tongue 

7 


EARLIEST 


B. TENDENCY TOWARD CONSTIPATION 
C. PAIN 


1. Tenderness in right upper 
gusdran STAGES 
8 


2. Accentuated after meals 


OF HEPATOBILIARY INVOLVEMENT 


Impairment in bile flow, even in its earliest manifestations, 
calls for prompt corrective measures. While minor impairment 
may indicate only incipient hepatic dysfunction, the biliary stasis 
and engorgement which may ensue, will tend to depress liver 
function still further. Since a cycle of continuing deterioration 
is thus apt to become established, it is the more important that 
adequate bile flow be rapidly reestablished. 


Appreciated for Its re- Decholin (chemically pure dehydrocholic acid) presents the 
markably low toxicity. specific means of increasing the flow of bile (by as much as 
Contraindicated only in 200%), leading to an outpouring of thin liver bile, promoting 
complete obstruction. drainage of the intra and extrahepatic bile passages. 


Riedel - de Haen, Inc. « 105 Hudson Street, New York 13 


PCOUNCIL ACCEPTED SINCE 1932 


REG US PAT OFF 


E-MAKER OF BILE ACID THERAF 
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This concise booklet, pre- 
senting the essential data 
on the action and uses of 
Pyridium, together with sev- 
h B Ph ee eral full color plates illus- 
For t e usy ysician trating the pathologic 
changes in urogenital in- 
fections, will be sent to you; 
on request. 
Increasing numbers of busy phy- 
sicians are finding Pyridium to 
be a thoroughly dependable 
agent on which they may rely 
for prompt, gratifying relief of 
the distressing symptoms en- 
countered in cystitis, prostatitis, 
pyelonephritis, and urethritis. 
Clinical experience extending 
over more than a decade, as re- 
ported in the published literature 
on Pyridium, has established its 
prompt and effective action, as 
well as its remarkable lack of 
toxicity. 


More than a decade of 
service in urogenital infections 


pyridine monn-hydrochloride) 


Pyridium is the United States 
Registered Trade-Mark of the 
Product Manufactured by 


Pyridium Corporation 
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with War Bond 
MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 
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e e 
... for quick relief from diarrhea 
There are many diseases of the gastrointestinal tract in 
which diarrhea is a symptom. Before specific treatment is 4 
begun, however, the physician frequently finds it neces- 
sary to check the diarrhea quickly in order to prevent the 
loss of body salts and water. For this purpose, KAOMAGMA 
acts promptly and safely. 
KAOMAGMA consolidates fluid stools. 
KAOMAGMA coats and protects irritated mucosa. 
FOR DIARRHEA CONTROL administer two tablespoonfuls 
of Kaomagma Plain, in a little water, at the onset. Follow 
with one tablespoonful after each bowel movement. 


KAOMAGMA 


REG. U.S. PAT. OFF. 


WYETH INCORPORATED = PHILADELPHIA 3 - PENNA. 


REG. U. S. PAT. OFF. 
a 
= 3 - 
Kaolin in Mumina Gel 
12-Fluidounce Bottles 
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NO.7 OF A Series > “PREMARIN” THERAPY AT THE MENOPAUSE 


lime 


Oral therapy with a potent natural estrogen HIGHLY POTENT 


such as “Premarin’’ makes possible a sub- ORALLY ACTIVE 

stantial saving in time for both physician and NATURALLY OCCURRING 
patient. In the experience of many clinicians, ESSENTIALLY SAFE 

the number of office visits may be kept at a WATER SOLUBLE 
minimum when “Premarin” is employed —yet WELL TOLERATED 


this can be accomplished at no sacrifice of IMPARTS A FEELING OF WELL-BEING 

therapeutic effectiveness or of the patient's 

well-being. = 
This clinically-proved natural estrogen is 

exceptionally well tolerated. Unpleasant side 

effects are rarely noted; in fact, most clini- 

cians have reported that patients experi- 

enced a general sense of well-being in addi- 

tion to relief of the symptoms. 


Now evailable in 2 pot 
No. 866: Bottles of 20, 100 and 1000 
No. 867 (Hal!f-Strength): Bottles of 100 and 1000 CONJUGATED ESTROGENS (equine) 


AYERST, McKENNA & HARRISON LIMITED...Rouses Point, N.Y., New York 16, N. Y., Montreal, Canada 
(US. Executive Offices) 
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Holding Syfphililics lo Treatment 


Clorarsen, the newest anti-luetic, offers tate better patient cooperation. No 
high stability in the ampul, rapid nauseating odor or unpleasant taste 
solubility, low toxicity and high toler- accompanies or follows its injection. 
ance. Clorarsen may be administered Dichlorophenarsine Hydrochloride, 
in small volume, permitting the use ULS.P., available as Clorarsen Squibb, 
of a 2 cc. syringe and a small calibre is the most recent drug acceptable to 
needle. Its clinical effectiveness and the United States Public Health Ser- 
convenience of administration facili- vice for the treatment of syphilis. 


Qbrarsen SqQuiss 


MANUFACTURING CIIEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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Pattor and lassitude were taken 
for granted in Mother’s day ... 
Her parasol deflected the healthful 
rays of the sun . . . Cosmetics just 
weren’t used... but all too often 


when Mother inadequate assimilation of iron was 


= the underlying reason for those 
wasa dirl delicate, pale cheeks. 


The growing child must assimilate 
0.6 Gm. of iron per kilogram of body 
weight each day in order to escape 
the debilitating effects of anemia. 
‘LIRIMIN’ CAPSULES are particularly 
indicated for the oral treatment of 
certain common types of anemia 
which respond to the administra- 
tion of iron, the vitamin B-complex, 
and liver-yeast concentrate. 


Each ‘LIRIMIN’ CAPSULE contains: 
Ferrous sulfate, exsiccated, 0.30 
Gm.; Liver- Yeast Concentrate, 0.25 
Gm., together with the natural fac- 
tors of Vitamin B-complex derived 
from the liver-yeast component; 
Thiamine hydrochloride, 0.25 mg.; 
Riboflavin, 0.50 mg. 


‘LIRIMIN’ CAPSULES come in 100- 
capsule boxes. Sharp & Dohme, 
Philadelphia 1, Pa. 
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Diabetics who have difficulty in mixing 
different types of insulins in order to ob- 
tain continuous control of their diabetes 
find ‘Wellcome’ Globin Insulin with Zinc 
most convenient. One daily injection given 
an hour before breakfast will control most 
mild, moderate and many severe cases of 
diabetes. Action begins promptly, is sus- 
tained during the day, and diminishes dur- 
ing the night—thus minimizing the likeli- 
hood of nocturnal insulin reactions. 
‘Wellcome’ Globin Insulin with Zinc is 
a clear solution and, in its relative freedom 
from allergenic properties, is comparable 
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For the diabetie 


who cannot add 


to regular insulin. It is accepted by the 
Council on Pharmacy and Chemistry, 
American Medical Association, and was de- 


veloped in the Wellcome Research Labo- 


ratories, Tuckahoe, New York. U. S. Patent 
No. 2,161,198. Available in vials of 10 cc., 
80 units in 1 cc. 


‘Wellcome’ Trademark Registered 


val Literature on request 
BURROUGHS WELLCOME « CO. (U.S. A.) INC., 9-11 East 41st Street, New York 17, N. Y. 
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VUISTANDING AGENT 


A survey of the literature clinically | ONITS RECORD. The record of Ertron, 


outlining the usage of Ertron in ~ a mass of clinical evidence taken from 
chronic arthritis leaves no doubt as __ the literature over a ten-year period, 
to the distinguished value of this is the basis for its wide acceptance . 
agent. Clinically proven...safe... today. Given the test of time, it has 
effective. been repeatedly shown that this is one 

No similar agent has the tremen- _ form of therapy that should be given 
dous weight of clinical evidence as Consideration in treating each case 
reported from independent sources Of chronic arthritis seen in practice. . 
—leading hospitals, clinics, teaching ERTRONIZE THE ARTHRITIC. 
institutions and private practice. ERTRONIZE MEANS: Employ Ertron in 

The clinical work has been done an adequate daily dosage overa 
on Ertron...the bibliography spec- sufficiently long period to produce 
ifies Ertron...the results reported optimal results. Gradually increase 
apply only to this product. Ertron the dosage to that recommended or 
alone—and no other product—con- to the toleration level. Maintain this 
tains electrically activated, vaporized dosage until maximum improvement 
ergosterol (Whittier Process). occurs. 

ETHICALLY PROMOTED 
Supplied in bottles of 50, 100 and 500 capsules 


Ertron Parenteral for Supplementary Intramuscular Injection 


NUTRITION RESEARCH LABORATORIES 
CHICAGO 


Ertron is the registered trade math 
of Nutrition Research Laboratorias 
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Views of the left hand of a 
male, aged 29 years; illus- 
trating a late atrophic arthri- 
tis; duration of disease, 9 
years; occupation, food 
storage, refrigeration. 


This picture shows a terminal 
stage of rheumatoid arthritis. 
It illustrates, in addition to 
usual features of discoloration 
of the skin and wasting of the 
soft tissues, the presence of a 
cyst-like but actually a sub- 
cutaneous nodule on the sec- 
ond proximal interphalangeal 
joint of the index finger. Such 
nodules of a tubercle type 
occur, according to author- 
ities, in about 10 per cent of 
patients with this disease. The 
fingers show atrophic changes 
involving particularly the t ird 
or middle digit. General in- 
volvement, including an anky- 
losing spondylitis or poker 
spine and locked jaws. This 
patient is also bedridden. 
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/ Even in normal times, a diet fortified is vital. Two capsules of Squibb Dicalcium 
withcalcium, phosphorus andvitamin Phosphate Compound with Viosterol, three 
D is essential tothe expectant(and lactating) —_ times daily, supply a total of 7.8 grains of 
mother. But in these days of increased calcium (about one-half the daily require- 
rationing and food shortages, many physi- | ment)—and an adequate amount of vitamin 
cians agree that such nutritive prophylaxis D to assure its utilization. . 


WITH VIOSTEROL SQuI BB 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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It is estimated that as much 

as 60% of the population are 
susceptible to contact 
dermatitis from these plants. For 
immunization and treatment, 
Pitman-Moore offers: 


Each is an absolute alcohol 
extraction of the toxic principle of 
the carefully dehydrated leaves of the 
plant (Rhus toxicodendron or Rhus 
diversiloba). 


The concentrate (in absolute alco- 


hol) and the diluent are supplied 


“POISON IVY is prevalent 
east of the Rocky Mountains... 


POISON OAK prevails along 
the Pacific Coast.” 


—New and Nonofficial Remedies: 
Allergenic Preparations, Chicago, 
American Med. Assoc., 1944, p. 56. 


POISON IVY EXTRACT 


with Sterile Diluent 


POISON OAK EXTRACT 


with Sterile Diluent 
In Individual Treatment Packages 


in separate vials. Dilutions made 
immediately prior to use, hence prac- 
tically equivalent to fresh, extempo- 
raneously prepared solution; stand- 
ardized. Each cc. contains 1 mg. of 
the resinous substance which contains 


the toxic principle of the plant. 


Further information to Physicians on request. 


AND BIOL OGicAt CHEMISTS 


PHARMACEUTICAT 


Laboratories, Jnc. 
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“... possesses properties 
which place it first in the 
choice of digitalis materials 
for general therapeutic use."’"* 


40 TABLETS 
DIGITRUNE NATIVEL 
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Digitaline Nativelle, long the 
choice of outstanding cardiolo- 
gists, brings to digitalis therapy a 
convenience, simplicity, and safety 
in initial digitalization not offered 
by other digitalis principles. 

A pure, crystalline glycoside, its 
potency is dependably uniform. 
Hence its dosage is safely gov- 
erned by weight, in milligrams. 

It is the most potent digitalis 
preparation available, 1000 times 
as potent as digitalis leaf—orally 
1 mg. of Digitaline Nativelle equals 
1 Gm. of digitalis leaf. 

Absorption is practically com- 
plete, hence the effects of oral and 
intravenous administration are vir- 
tually alike. It is so rapid, there is 
no demonstrable differencein speed 
of action whether administration 
is oral or by vein. 

The average dose for initial 
digitalization, as determined in a 
study of more than one thousand 
consecutive cases, is 1.2 mg. This 
dosage ‘‘may be given at one time 


COUNCIL 
ACCEPTED 


with complete safety,’’* producing 
its full effect in 3 to 6 hours. Be- 
cause this dose is so small, gastric 
irritation is rarely encountered. 
In the occasional patient who re- 
quires more of the drug, the daily 
maintenance dose will rapidly com- 
plete digitalization. 

For maintenance, the average 
dose is 0.2 mg. per day. In some 
patients 0.3 mg. may be required, 
for others 0.1 mg. will suffice. 

Digitaline Nativelle is available 
through all pharmacies in 0.2 mg. 
(white) and 0.1 mg. (pink) tablets 
in bottles of 40 tablets. Also in 
2.cc. ampuls (0.4 mg.) and 1 cc. 
ampuls (0.2 mg.) in packages of 
6 ampuls for patients in whom the 
oral route cannot be used. 


*Gold, H.; Cattell, M.; Modell, W.; 
Kwit, N.T.; Kramer, M.L., and Zahm, 
W..: Clinical Studies on Digitoxin (Digi- 
taline Nativelle) with Further Observa- 
tions on Its Use in the Single Average 
Full Dose Method of Digitalization, J. 
Pharmacol. & Exper. Therap. 82:187 
(Oct.) 1944. 


Physicians are invited to send for clinical test sample and literature 
VARICK PHARMACAL COMPANY, INC. 
A Division of E. Fougera & Co., Inc. 


75 Varick Street—New York 13, N. Y. 
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White’s Otomide provides a 
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new, more effective method 

of reaching and treating sup- 
urative and non-suppurative 

infections of the nuiddle ear 

and external auditory canal. 

FORMULA: 
Carbamide (Urea) 

5 


. (anhydrous) 3% 
Glycerin (h.sp.gr.) 


Advantages of Combining 

Carbamide with Sulfonamide: 

1. Chemically debrides lesion 
by solvent effect on necrotic 
tissues. 

2. Renders sulfanilamide effec- 
tively anti-bacterial even in 
the presence of pus. 

3. Solubilizes sulfanilamide, 

effecting higher tissue con- 

centration and increasing 


PHARMACEUTICAL 


REFECTIVELY “ARTIBACTERIAL 
AWALGESIC . ANTIPRURITIC 


AToRIES, Inc,” 
ARK 


diffusibility through living 


and dead tissues. 


4. Non-irritating to living tis- 


sue, 


Advantages of Chlorobutanol: 
Therapeutically compatible with 
sulfonamides, this recognized, 
local anesthetic provides effec- 
tive analgesic and antipruritic 
properties. 

Indications: Local manage- 
ment of suppurative and non- 
suppurative otitis media, and 
of sulfonamide-susceptible in- 
fections of external auditory 
canal. 

White’s Otomide is available 
in dropper bottles of one-half 
fluid ounce (15 cc.). 
IMPORTANT: Please note that 
your patient requires your pre- 
scription to obtain this product 
from the pharmacist. 


MANUFACTURERS 
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—the non-narcotic, 
acting anesthetic 


acid-y-diethylethylenediamide) 1% in lano- 
lin and petrolatum, an ointment 
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A NOTABLE PRODUCTION ACHIEVEMENT 


Copies of this up-to-date chart, containing 
the essentials of Penicillin therapy, 


are available on request. 


HE record performance of Penicillin manufacturers in 

achieving large-scale production has resulted in the 
fulfillment of current military requirements for this re- 
markable antibacterial agent. Penicillin Sodium Merck 
now is available to the medical profession for the treatment 
of civilian patients, having been released by the War Pro- 
duction Board for general distribution through customary 
supply channels. 

In this notable production achievement, Merck & Co., 
Inc. has been privileged to play a pioneering and progres- 
sively important rédle. Basic discoveries made by Merck 
microbiologists, and shared with other Penicillin pro- 
ducers, contributed vastly to the successful development 
of Penicillin manufacture. By applying chemical engineer- 
ing technics to the manufacture of this difficultly produced 
antibiotic agent, Merck independently succeeded in de- 
vising and perfecting a practical method of large-scale 
production based on the mass-fermentation principle. 


Penicillin Sodium Merck meets the recognized high 4 
standard of quality established for all products bearing the [ = Coen e 


Merck label. 
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VIAL 
PURIFIED sOLUT! 

Liver, u.s?: 
U.S. Units pet 
Steri 
ON: To be used 


ay 


F 


Ptescription of 


int 
ies: 


LIVER INJECTION U. S. P. 


Favorable hematopoietic response is observed with parenteral 
use of this sterile, purified, clinically-assayed liver solution. 
CHEPLIN LIVER INJECTION gives the degree of reticulocyte 
response and erythrocytic maturation desired in treating per- 
nicious anemia in relapse. Also supplied for maintenance of 
restored blood levels in pernicious anemia and in treatment of 


certain other macrocytic anemias. Literature on request. 


LIVER INJECTION U.S.P. supplied in: 
2.5 U.S.P. injectable units per cc. in 2 ce. 
Pp L ampules, 10 cc. and 30 cc. vials. 
ae 10 U.S.P. injectable units per cc. in 5 cc., 
; 10 d 30 ce. vi 
LABORATORIES INC. 


(UNIT OF BRISTOL-MYERS COMPANY 


SYRACUSE 1, NEW YORK 


: 
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that calls for “accident-proof” production 


The contamination of a bacterial culture with 
Penicillium notatum, observed by Fleming was 
an “accident”. The production of penicillin for 
the medical profession, however, calls for the 
most rigid control to prevent any “accident” 
which might impair its potency and purity. 

Now that the penicillin you order is a matter 
of personal choice, the confidence with which 
you specify any brand is inextricably bound 
to the program of control safeguarding its 
production. 

As this photograph of the “seeding” of 
Penicillium culture shows, elaborate precau- 
tions are observed at every step at Schenley 
Laboratories in the production of Penicillin 
Schenley. 


SCHENLEY LABORATORIES, INC. 


Producers of PENICILLIN Schenley e Executive Offices: 350 Fifth Avenue, New York City 


Now you can , (Se VY 
Specify .. 
A$ 
7 
4 
MAYS 727 
| 
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ln a straight-to-the-point attack on vitamin B-complex 
deficiency states, Elixir ‘Omn1-Beta’* provides all the 


known as well as the unidentified factors of the complex 
as derived from three of its richest natural sources... 
yeast, liver and rice polishings. 
Blended for balance in a palatable liquid form, 


Elixir ‘Omnt-Beta’ is highly concentrated for potency— 


a single teaspoonful daily provides the minimum adult requirements. 
*Trademark Reg. U. S. Pat. Off. 


VITAMIN B-COMPLEX 


Aqueous extract 2.594 Gm. per teaspoonful, concentrated 
from 13.125 Gm. yeast, 6.875 Gm. liver and 7 Gm. rice polish- 
ings... fortified with crystalline B,, B, and niacinamide. 


WILLIAM R. WARNER & CO., INC., 113 WEST 18TH STREET, NEW YORK, 11, N. Y. 
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Indicated therapy in Sequelae of 
Epidemic Encephalitis 


Pills Stramonium (ves, Rose) 


2% grains 


Physicians in private practice as well as in neurological clinics have widely 
prescribed these pills since 1929, and their continued interest in and use 
of them points to the serviceability of this therapy. 


Stramonium Pills (Davies, Rose) exhibit in each pill 2% grains of 
alkaloidally standardized Stramonium (powdered dried leaf and flower- 
ing top of Datura Stramonium, U. S. P.), equivalent to 25 minims 
(1.54 c. c.) of Tincture U. S. P. 


As a reassurance of the activity of the finished pills, they, too, are alka- 
loidally assayed, thus establishing as far as possible uniformity and de- 
pendability. 


A package for clinical trial and literature mailed free of charge upon 
request. 


Davies, Rose & Company, Limited 


Manufacturing Chemists Boston 18, Massachusetts 
St-1 
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Seldom sick never weil 


© Today, with our generously rationed American diet, there 
are few who develop frank vitamin deficiency syndromes. 


But there is a great host of people who do not enjoy buoyant 
good health because they fail to obtain enough of these all- 


important accessory food substances. 
They are seldom sick but never well. 


For this great group, additional vitamins are necessary. 


And what more convenient way is there to supply this need 


than to prescribe ‘Avicap.’ 


One ‘Avicap’ a day supplies the minimum daily requirements 


of the six vitamins known to be essential in human nutrition. 
*Avicap’—Registered Trademark 


Multi-vitamin Capsule 


Each ‘AVICAP’ contains: Vitamin A. . . 5,000 U.S.P. units; 
Vitamin D...500 U.S.P. units; Vitamin B,...1 mgm.; Vitamin B2...2 mgm.; 


Vitamin C...30 mgm.; Nicotinamide... 10 mgm. 


BURROUGHS WELLCOME « CO. (U.S.A.) INC., 9-11 East 41st Street, New York 17, N.Y. 
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"formule for cystitis 


| tight seal in bottles of 100 tablets. 


l ti tis, dosa 
glass of water three or four 
times a 


a a co,ine 
RICHMOND, VIRGINIA 


Wittiam 
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=) Average human and cow’s milk, in the ordinary 
: diet of early infancy provide less than safe 
daily allowances* of thiamine and nicotinic 
acid and, in the case of human milk, of 
riboflavin as well. 


Explicitly designed to reinforce the diet of 
_ 5 DROPS DAILY. 


early infancy, 
SAFEGUARD White’s Multi-Beta Liquid 


fe INFANT DIETS _ supplies thiamine, riboflavin and nicotinic acid 
a in amounts proportionate to their inadequacy 
1 , in the average diet of early infancy. 


Five drops of White’s Multi-Beta Liquid 
added to the daily diet of the infant assures a 
generous supply of these clinically important 
B vitamins. May be mixed with milk or fruit 
juice, or administered by dropper. In Sippy, 
Karell and other diets based on milk, or in tube 
feedings, White’s Multi-Beta Liquid is a 
sound, economical supplement which imparts 
neither odor nor taste to foods. 

Supplied in bottles (with suitable droppers) 
of 10 cc., 25 cc., 50 cc. White Laboratories, 
Inc., Pharmaceutical Manufacturers, 

Newark 2, N. J. 


ae 
a 
‘ 
-§ 
— 
Bee: *Recommended daily allowances—Food and Nutrition Board, National Research Council. 
ABORATORIES, 
NEWARK 2, N. 4, 
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"The curative effect of vitamin D on rickets 
in infants is one of the most constant 


phenomena in pediatric practice." 
Baldwin, H. et al; Am. Jl. Dis. Child., 59: March 1940 


PROPHYLAXIS AGAINST R 


provides a new effectiveness, a great convenience and an appreci- 
able economy in the administration of antirachitic vitamin D. 
Infron Pediatric is electrically activated vaporized ergosterol 
(Whittier Process), highly purified and specially adapted for 
pediatric use. 

Infron Pediatric is of such high potency that 

One capsule is sufficient dosage for one month 

Infron Pediatric is non-toxic and clinically effective, as shown by 
the published work of Wolf, Rambar, Hardy and Fishbein. 

Infron Pediatric is readily miscible with the feeding formula, 
milk, fruit juice or water—can also be spread on cereal. 

Supplied in packages of 6 capsules; sufficient dosage for 6 months. 

Available at prescription pharmacies. Ethically promoted. 


NUTRITION RESEARCH LABORATORIES - CHICAGO 


REFERENCES: 

Rambar, A. C., Hardy, L. M. and Fishbein, W. I.: J. Ped. 23:31-38 (July) 1943 
Wolf, I. J.: J. Ped., 22:707-718 (June) 1943 

Wolf, I. J.: J. Ped., 22:396-417 (April) 1943 

Wolf, I. J.: J. Med. Soc. New Jersey, 38:436 (Sept.) 1941 


AND TREATMENT FOR RICKETS 
: 
BEA 
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BRAND OF MANNITOL HEXANITRATE 


By inducing smooth, gradual reduction of pres- 
sure over an extended period, Nitranitol eases 
the burden on the hypertensive heart, thus pre- 
venting arterial damage that results from con- 
tinued, unrelieved hypertension—or which is 
likely to follow sharp fluctuations in pressure. 


Nitranitol has a slow-developing, steady, pro- 
longed vasorelaxing power—its effect lasts— 


1% times as long as erythrityl tetranitrate 
4 times as long as sodium nitrite 
12 times as long as glyceryl! nitrate 


Nitranitol is nontoxic and safe for clinical use 
over long periods of time. 


Supplied in the form of scored tablets 
containing 14 gr. mannitol hexani- 
trate. Available at prescription phar- 
macies in bottles of 100 and 1000. 


Sedation Combined with 
Hypotensive Action 


NITRANITOL 


Brand of Mannitol Hexanitrate 


with PHENOBARBITAL 
Each scored tablet contains 
gr. mannitol hexanitrate 
and 14 gr. phenobarbital. 
Bottles of 100 and 1000 


Trademark “Nitranitol” 
Reg. U. S. Pat. Off. 
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THE WM. S. MERRELL COMPANY CINCINNATI, U.&8.A. 
‘ 


I; DIDN’T TAKE Mary long to decide what to do when 
Jimmy fell from his coaster wagon. A bruised knee, a 
frightened, crying child caused her no alarm. Whenever 
anything went wrong at Mary's house it was always 
Doctor Moore who was called. Somehow or other he 
always had the solution to the problem. How fortunate, 
then, that Jimmy's accident occurred near Doctor Moore's 
office. And how natural that her first thought should be 
of him. Hers was a confidence born of experience. 
Doctors, too, must have confidence at times. They 
can’t maintain control laboratories to test the thousands 


cTOR MOOR, 


ILLUSTRATION BY ARTHUR SARNOFF 


of medicinal agents available to them. It is infrequent, 
indeed, that they are in position to operate clinics for 
actual trial. Few doctors can also function as chemists, 
biologists, botanists, and pharmacologists. For the 
service which these scientists render, the physician must 
depend on the large producers of medicinal agents. 

Eli Lilly and Company likes to feel that it renders to 
physicians a service unexcelled in its field. It likes to 
feel, also, that physicians everywhere have the same con- 


fidence in the Lilly Label that little GF; 
lly 


Mary has in Doctor Moore. 


In orDER to maintain health, 


. pernicious anemia patients must 
receive adequate medication at regular intervals. Early in the field of liver 
extract production, Eli Lilly and Company continues to make available to the 


medical profession crude and purified liver extracts for intramuscular injection. 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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Newer clinical evidence based 6n controlled quantitative studia 
civilian as well as Army and Navy investigators has established 
_|  ATABRINE DIHYDROCHLORIDE as the drug of choice for the preven- 
~ tion and treatment of malaria. 


Effective suppression of malaria can be accomplished over long periods of time by the 


Proper use of ATABRINE. 


in the termination of the acute attack in all forms of malaria, ATABRINE is fully as 
effective ds quinine and is safer than quinine. 


In the therapy of falciparum (malignant) malaria, ATABRINE is definitely superior in 
effectiveness to quinine. 


OFF. & CANADA BRAND OF QUINACRINE HYDROCHLORIDE 


. Synthetigad in our laboratories . . 


WINTHROP CHEMICAL COMPANY, INC. 
PHARMACEUTICALS OF MERIT FOR THE PHYSICIAN @ NEW YORK 13, N.Y. © WINDSOR, ONT, 
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SVLEANILAMIDE 


THE 
(ABORATORY 


LESS TOXIC 
“LESS EFFECTIVE 


SULFACETIMIDE 
LESS TOXIC 
EFFECTIVENESS ENHANCED 


Acetylization. of sulfanilamide in the preparation of SULAMYD 
(Sulfacetimtide-Schering) differs essentially from that occurring 
‘within the liver and results not only in a compound of lower 
toxicity, but one of enhanced therapeutic effectiveness. 


+ §ULAMYD is a readily absorbed, easily excreted, rapidly acting 
bacteriostatic drug for the treatment of urinary tract infections, 
especially those due to 8. coli, the organism which is most 
St 4p available in tablets of 0:5 Gm. (7.7 grains), in bottles 
5 at 100 and 1,000; and as 2 powder in bottles of 
ant fa 5.0 Gm, for the preparation of laboratory standards. 


SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 
SULAMND Rey. Of 1945 by Schering Corporation 
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It has been shown that vitamins of the B group are necessary to 
maintain normal tonus and activity of the gastro-intestinal tract. 
This in turn has a direct bearing on appetite. The administration 
of ARMOUR B COMPLEX PREPARATIONS is thus indicated 
in anorexia as well as in many functional disorders of the ali- 
mentary tract. Given early they may forestall such deficiency 


fw Gaiam symptoms as sore tongue, skin eruptions, and neuritis. 
: In the manufacture of ARMOUR B COMPLEX PREPARA- 
in Wi : TIONS, the same careful attention to detail, the same accurate 
‘ar Production 


standardization is exercised as for all other Armour Laboratories 
products. That is why you can feel certain of their activity, 
potency and physiologic balance. 


Have confidence in the preparation you prescribe—specify “ARMOUR” 
Armour's B Complex Preparations 


Armour B Complex (High Potency) 
GLANULES 


Each glanule contains: 
Vitamin B, (Thiamine Hydrochlo- 


ride) 2.0 milligrams; Vitamin Bz 
(Riboflavin) 2.0 mill 3 Vita- 
min Bg (Pyridoxine Hy hloride ) 


milligrams; Pantothenic 

Acid ( 0.5 mi 3 

Liver Concentrate .0 

Suggested dose: One glanule per 

day as directed by Shyecion, 


ARMOUR B COMPLEX CONCENTRATE 
GLANULES 


Each glanule contains at least : : 
Vitamin B, (Thiamine Hyd 

ride) 450.0 micrograms; Vital 
(Riboflavin) 80.0 micrograms; Nico- 
tinie Acid 1250.0 micrograms ; Liver 
Extract Concentrate 0.20 gram. 


Suggested dose: One to two glan- 
py three times a day at time 
by physician. 


THE ARMOUR LABORATORIES 


ARMOUR B COMPLEX CONCENTRATE 
( LIQUID) 


Each fluid drachm (one teaspoon- 
ful) contains at least: 


Nicotinic Acid 1250.0 micrograms; 
Liver Extract and Yeast Concentrate 
0.20 (Derived from 8 grams 
fresh liver and 0.2 gram fresh yeast). 
Suggested dose: One to two tea- 
spoonfuls three a oy. at meal 
time as directed by physician. 


CHICAGO, ILLINOIS 


THE B VITAMINS 
GAS 
TRIC MOTILITY y 
: Aa 

— 
Vitamin B, (Thiamine Hydrochlo- 
ride) 450.0 micrograms; Vitamin 4 
Bz (Riboflavin) 80.0 micrograms; i 
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destroys off 
| a PH SECRETIONS Duning MENSTRUAL CYCLES 

! j 
= 
Conective therapy in ‘= 
“aBiNitis forces a 
Teadjustment Of vaginal 

acidity ang Mucosa] 
Elycogen normal as Well 
: as destruction of the 
offending Organisms. 
Floraquin Contains the Protozoacide, Diodoquin, together With SPecially 
4 Prepared anhydrous dextrose 4nd lactose The ‘establishment of norma] aCidity 
2 in the Vaginal tract is *Ccomplished by Floraguin and js Maintained by 
— the Doderlein bacilli, Which Convert the Contained “atbohydrates into lactic acid, 
FLORAQUIN POWDER— Office insufflation 1-02. and 8-oz, bottles, 
FLORAQuIN TABLETS__.,. home USE— boxes of 24. 
G. D, SEARLE & CO,, Chicago 80, Illinojs 
trades and are Co, “tistered 
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© Addison’s Disease 

@ Certain types of asthenia and ) 
other disorders associated 
with a deficiency of the 


adreno-cortical hormone 


.. Schering's desoxycorticosterone acetate, 


provides prompt, effective control of crises, 


as well as convenient, economical main- | 

tenance therapy. It is available in oil for | 
| intramuscular injection, as pellets for sub- i 

cutaneous implantation, and in propylene { 


glycol for sublingual administration. 


Ge 


Trade-Mark CORTATE Reg. U. S. Pat. Off. ‘@ 
Copyright 1945 by Schering re 


KDRENO-CORTICAL 
INSUFFICIENCY 
4 
SCHERING CORPORATION « BLOOMFIELD, N. a 
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REG. U.S. PAT. OFF. 


POISON IVY EXTRACT 


IN ALMOND OIL 


FOR PROPHYLAXIS AND TREATMENT 


Persons Suscertiste To Poison Ivy may be hyposensitized 
preseasonally by the intramuscular injection of Poison Ivy 
EXTRACT (in almond oil) wyETH. 


PROPHYLAXIS: A 1 cc. dose may be sufficient to protect the mildly 
sensitive patient when exposed to the poison ivy plant. Additional 
injections are advisable, however, where extreme sensitivity exists. 


TREATMENT: The intramuscular injection of 1 cc. of extract may 
give adequate relief in mild cases. If relief is not obtained, additional 
1 cc. doses should be administered at intervals of 24 hours until 
symptoms have subsided. 


PACKAGES 
1 TUBEX 1 ce. size 50A64 
5 TUBEX 1 ce. size 50B64 


REICHEL DIVISION © WYETH INCORPORATED ¢ PHILADELPHIA 3 e¢ PENNA. 
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‘ROCHE - ORGANON 


(ETHINYL ESTRADIOL) 


Chat TABLETS 


To provide your patients with estrogen therapy at its best, 
you can now prescribe LYNORAL ‘ROCHE-ORGANON’ which 
is ethinyl estradiol, “the most potent oral estrogen used up 
to the present time.”* You will find that LyNoraL, while 
far more potent than stilbestrol, has a smooth effect that 
is not likely to be marred by unpleasant side reactions such 
as often follow the use of artificial estrogens. Most patients 
are exceptionally well pleased with the effects of LYNORAL, 
and because of its surprisingly low cost, LYNORAL may be 
prescribed for practically every patient requiring estrogen 


therapy. LYNORAL is available in scored tablets containing 
“aii, 1944, mg oof ethinyl estradiol, bottles of 30, 60, and 250. 


INC., ROCHE PARK...NUTLEY 10, N. J. 
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~ 
SIS THROUGH DELIVER 


‘he practice of prescribing hemoglobin and erythrocyte substrates upon the diagnosis of 
pregnancy is accepted. The wise clinician knows that the additional burden of even early 
pregnancy may accentuate an existing subclinical anemia. 


As the gestation proceeds the fetus makes preferential demands upon the maternal or- 
ganism—diverting needed erythropoietic substances to its own use. These substances must 
be replaced to assure adequate maternal and fetal protection against anemia. 


HEPATINIC 


presents iron in readily assimilable ferrous form, FORMULA: 
together with crude (unfractionated) liver con- Each fluidounce contains: Ferrous Sulfate 
centrate in the form of a pleasant-tasting elixir. 12 gr., Crude Liver Concentrate (equivalent to 


5 é 660 gr. fresh liver) 60 gr., Thiamine Hydro- 
The value of the crude (unfractionated) liver S 


concentrate in Hepatinic is of the highest order, 99 mg., together with pyridoxine, pantothenic 
for all the erythropoietic principles are retained. acid, choline, folic acid, vitamin B49, vitamin 
In addition, this unique liver is subjected toa _B,,, biotin, inositol, para-amino-benzoic acid 
special enzymatic digestion process which con- and other factors of the vitamin B complex as 
verts it to a most readily assimilable form. found in crude(unfractionated )liver concentrate. 


Elixir Hepatinic is supplied in bottles of one pint and one gallon 


MeNeil es 
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“FOR ALL PATIENTS IN NEED OF JRON 


it is desirable to use a compound which 
gives good results with the least discomfort.””* 


TRencon rarely causes gastric distress even when taken before meals, for 
its low degree of ionization makes it virtually non-astringent and non- 
irritating. Ferrous gluconate is utilized with greater efficiency as demon- 
strated by clinical comparison with other iron compounds.* 


Fergon 


Ferrous Gluconate Stearns 


FOR IRON DEFICIENCY 


FERGON 


meeStearn Se Conpony 


DETROIT 31, MICHIGAN 


NEW YORK + KANSAS CITY + SAN FRANCISCO « WINDSOR, ONTARIO + SYDNEY, AUSTRALIA « AUCKLAND, NEW ZEALAND 5 

FACTS ABOUT FERGON : 
FERGON is improved ferrous gluco- fore meals, thereby facilitating maxi- yention of anemias due to iron de- 
nate. Prepared by a special Stearns mum absorption. ficiency; especially valuable in pa- 

process and stabilized by an excessof MORE EFFICIENT utilization of iron is tients who do not tolerate other F 

reducing agent, it contains no more —_ demonstrated in clinical studies com- _‘forms of iron. 3 

than 1/7% ferric iron. paring ferrous gluconate witk dther — DOSAGE: Average dose for adults is § 

NON-IRRITATING because of its low #ron salts. It is readily soluble 3 to 6 tablets (5 gr.) or 4 to 8 tea- : 

degree of ionization, Fergon is rarely throughout the entire pH range of spoonfuls elixir daily; for children, 5 

associated with gastric distress. the gastro-intestinal tract. 1 to 4 tablets (21% gr.) or 1 to 4 tca- 2 

Hence it may be administered be- INDICATED in the treatment and pre- spoonfuls elixir daily. - 

FURTHER FACTS FOR YOUR REFERENCE FILE AND CLINICAL SAMPLES WHLL BE GLADLY SENT ON REQUEST : 

@Reznikoff, P. and Goebel, W F.: J Clin. Investigation 16:547, 1937, TRADE MARK FERGON—REG. U.S. PAT.OFF, 

3 

2 


» 
SUPPLIED as 5% elixir, bottles of 6 
a) bortles ; tablets, 
bottles of 100, 500, and 1000, 
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If, in the older fatélistic view of cardiovascular 
disease, the “Sword of Damécles” seemed to threaten momen- 
tary fall, recent studigé*:*4 suggest that a more optimistic 
prognosis is often w4ll justified. Indeed, “The rational use of 
cardiac drugs wilVhelp alleviate the disturbing symptoms of 
heart disease ayid will often rehabilitate the incapacitated 
individual so shat he can live a reasonably normal and useful 
existence.”? / Calpurate—a unique chemical combination of 
calcium thgobromine and calcium gluconate—fulfills the 
clinical requirements of a highly efficacious cardiac drug. 
Striking rgsults have been noted from its use—“in relieving 
symptoms of congestive failure, angina and dyspnea.”® It in- 
creases output through myocardial stimulation... 
effects pojent diuretic action... and is “remarkably free from 
ation” 5 (since it is almost insoluble in the stomach, 


roxysmal dyspnea and cardiac edema. 
blets (each containing 71/2 gr. calcium theobromine 


1 oz. bottles. Also available with '% gr. phenobarbital per tablet 
when sedation is desired. 


MALTBIE CHEMI COMPANY e NEWARK, NEW JERSEY 


CALPURATE 


Relieves Symptoms—Yet Avoids Upset 


REFERENCES —1. Boyer, N. H.: J. A. M. A., 122:307, May, 1943. 2. Comeau, W. J.: J. Maine M. A., 
32:10, 1941. 3. Gilbert, N. C.: Quart. Bull. Northwestern Univ., 16:179, Oct., 1942. 4. White, P. D., 
Bland, E. F., and Miskall, E. W.: J. A. M. A., 123:801, 1943. 5. Ziskin, T.: J. Lancet, 57:292, 1937. 
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Y combining the specific an- 

tibacterial actions of both 
mandelic acid and methenamine, 
the resultant compound—Man- 
delamine—achieves a far wider 
range of therapeutic activity 
while eliminating most of the 
toxic reactions which are fre- 
quently encountered when either 
of these components is used 
alone. 


In addition to its greater effec- 
tiveness and lower toxicity, Man- 
delamine is of value to the busy 
physician by virtue of the con- 
venient manner in which it may 
be administered. There is no need 
for accessory acidification, re- 
striction of fluid intake, dietary 
control, or other special measures 
during the course of Mandela- 
mine therapy. And the average 
daily dose is 3 or 4 tablets 3 times 
daily. 

Literature, and a physician’s 
sample will be mailed to you 
upon return of coupon. 


RIGHT 
COMBINATION 


Reg. U. 8. Pat. Off. (Methenamine Mandelate) a > % 


‘NEPERA CHEMICAL CO. INC) M.D. j 

31 Gray Oaks Ave. 

cond mo Btersture, end physicien's j 


NEPERA CHEMICAL CO. INC. : 


Manufacturing Chemists @®) YONKERS 2, New York 


| 
AMIN 
HE 
Urinary 
-Antisepsis 
: 
i 
: 
Mandelamine is supplied in en- 
grains each, in 
— bottles of 500 and 1000. 
x 
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Streamlined .....10 


LABORATORY, OFFICE OR PATIENT REQUIREMENTS 


The Easy Tablet—No Heating—Urine-Sugar Test 


1. For Your Office —Clinitest Laboratory Outfit (No. 2108) 


Includes—Tablets for 180 tests, test tubes, rack, droppers, color 
scale, instructions. Additional tablets can be purchased as required. 


2. For Your Patients—Clinitest Plastic Pocket-Size Set (No. 2106) 
Includes—All essentials for testing—in a small, durable, 
pocket-size case of Tenite plastic. 


CLINITEST 


SAVES TIME, LABOR, EXPENSE 


Write for complete information on the Clinitest - 
Tablet Method and for Reprint. Order today 
from your local supplier. 


AMES COMPANY, Inc. « Elkhart, Indiana 
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- « « AND THE STRENGTH OF HALABEX WITH BREWERS’ YEAST TABLETS (U.S.P. XII) 


Brewers’ yeast tablets (U.S. P. XII), 
or compressed brewers’ yeast, contain 
.06 mg. B, per tablet. 

HALABEX, made from special yeast 
concentrate or extract, contains .33 mg. 
B, per tablet, or more than five times 
the potency of the U.S. P. preparation. 


HEXA-HARRIS: Natural B-Complex Tablets, pre- 


pared from all vegetable material—2 daily. 


Harris Vitamins are Never Promoted to the Public 


HALABEX —Yeast Vitamine Tablets 
(HARRIS)—provides all of the known 
and unidentified B-complex factors 
existing in the natural source material. 
In addition, this important protective 
dietary supplement, contains essen- 
tial amino acids and other nutrieats. 


BIOGELS: A, D, B;, Be, Niacinamide and C gela- 
tin tablets—1 daily. 


45 


HARRIS LABORATORIES 
1 Tuckahoe 7, N. Y. Dept. Ss 
‘visi ‘1 —Yeast Vitamine Tablets (HA —and infor- i 
Bee (Division of Bristol-Myers Company) : | mation - other HARRIS Vitamin Preparations. i 
Tuckahoe 7, N. Y. H 
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The NEW TREND in INFANT DIET SUPPLEMENTS 


Provides ALL Needed Vitamins 


VI-SYNERAL VITAMIN DROPS 


meet the requirements of today’s strong trend in supplementing 
the infant's diet with... 


MORE THAN A and D ALONE! 


‘Milk, at its best, may fall short of optimal levels 
of vitamin C, thiamine, niacin, vitamin D, and 
possibly vitamin A. Jecns' finds that most 
infants, whether fed human or cow’s milk, 
can benefit from supplemental vitamins 

C, D, B,. niacin and possibly other B 
complex factors. 


Well tolerated, contains no alcohol, mixes well with 

milk, formulas, fruit juices, cereals, without affecting 

Sample and literature their flavor: no fishy taste or odor... low daily cost. 
upon request 1 Jeans, P.C. : J. A. M. A. 120:913, 1942. 


U.S. VITAMIN CORPORATION ¢ 250 East 43rd Street, New York 17, N.Y. 
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The Tulane University 
of Louisiana 


School of Medicine 


, POSTGRADUATE COURSES 


Genito-urinary Diseases... May 7-11, 1945 


Tropical Medicine and 
Parasitology —..._.. January 2-May 25, 1946 


For detailed information write 


DIRECTOR 


Department of Graduate Medicine 
1430 Tulane Ave. New Orleans 13, La. 


Washington University 
School of ._Medicine 


Announces the following course 


OTOLARYNGOLOGY 


An eight months’ course in Otolaryngology 
for those beginning the study of diseases of 
the ear, nose and throat. 


Only graduates of medical schools who have 
completed a year of intern service will be 
admitted to the course. 


The course begins September 17, 1945. Fee 
for the course is $600.00. 


For further information apply to 


THE REGISTRAR 


WASHINGTON UNIVERSITY 
SCHOOL OF MEDICINE 


St. Louis, Missouri 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Institution in America) 


Physical Therapy 


Didactic lectures and active clinical applica- 
tion of all present-day methods of physical 
therapy in internal medicine, general and 
traumatic surgery, gynecology, urology, der- 
matology, neurology and pediatrics. Special 
demonstrations in minor electrosurgery, clec- 
trodiagnosis, fever therapy, hydrotherapy, 
including colonic therapy, light therapy. 


Roentgenology 


A comprehensive review of the physics and higher 
mathematics involved, film interpretation, all 
standard general roentgen diagnostic procedures, 
methods of application and doses of radiation 
therapy, both x-ray and radium, standard and 
special fluoroscopic procedures. A _ review of 
dermatological lesions and tumors susceptible to 
roentgen therapy is given, together with methods 
and dosage calculation of treatments. Special at- 
tention is given to the newer diagnostic methods 
associated with the employment of contrast media 
such as bronchography with Lipiodol, uterosal- 
pingography, visualization of cardiac chambers, peri- 
renal insufflation and myelography. Discussions 
covering roentgen depar Z are 
also included. 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N.Y. 
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HILL CREST SANITARIUM 
-FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 
Insulin and Electro-Shock Therapy in Cases. _ Gradual Reduction Method used 


Established 
Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 


outside rooms, ly furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in = department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and by an of beautiful woodland. Ample provision made for diversion and helpful 
occup Adeq night and day nursing service maintain 

JAMES A. BECTON, M.D., 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


ENG: 
WEST: ROOK | 


ANAT ORIUM 


ESTABLISHED : RICHMOND, VIRGINIA 


For the Treatment of Nervous and Mental Disorders 
and Addictions to Alcohol and Drugs 


THE STAFF 


LITERATURE "REQUEST 


MEN FOR WOMEN 
JAS. K. HALL, M.D. PAUL V. ANDERSON, M.D. 
ASSOCIATES 


©. 8. DARDEN, wD. EDWARD M. WILLIAMS, M.D. 
SANEST HM. ALDERMAN, MD. REX BLANKINSHIF, M.D. 
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For Patients With 
Alcoholic Problems 


--The Farm 


A non - institutional arrangement in 
Howard County, Maryland, for the 
individual psychological rehabilitation 
of a limited number of selected vol- 
untary patients with ALCOHOL prob- 
lems — both male and female — un- 
der the psychiatric direction of 


Robert V. Seliger, M.D. 


CITY OFFICE: 
2030 Park Avenue, Baltimore, Md. 


TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 
RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverley R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
of nervous and endocrine diseases. There 
are departments of massage, medicinal exer- 
cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thorough- 
ly and modernly equipped. The nurses are 
specially trained in the care of nervous 
cases. 


BRAWNER’S SANITARIUM 


Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


* For Nervous and Mental Disorders 


Drug and Alcohol Addictions 


JAMES N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 
partment for Men 


JAMES N. BRAWNER, JR., M.D. 
artment for Women 


HOYE’S SANITARIUM 


_“In the Mountains of Meridian” 


MERIDIAN, MISS. 


Diagnosis and Treatment of NERVOUS 
AND MENTAL DISEASES, ALCOHOLIC 
AND DRUG ADDICTIONS. __ Especially 
equipped for the treatment of MENTAL 
DISORDERS and those requiring ELEC- 
TRO-SHOCK THERAPY. Convalescents, 
elderly people and mild chronic mental cases 
also admitted. 


Write P. O. Box 106 or Telephone 524 
Dr. M. J. L. Hoye, Supt. 
Fellow of the American Psychiatric 
Association 
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The 
Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases 


A strictly modern hospital fully 
equipped for the scientific treatment 
of nervous and mental affections. 
Situation retired and accessible. For 
details write for descriptive pamphlet. 


Emerson A. North, M.D. 


Charles Kiely, M.D. 
ELLIOTT OTTE, Business Manager 
Box No. 4, College Hill D. A. Johnston, M.D. 
CINCINNATI, OHIO Medical Director 


“REST COTTAGE’’ College Hill, Cincinnati, 


convalescents. 


Completely 
equipped for 
hydrotherapy, mas- 
Sages, etc. 


Cuisine to meet 
individual needs. 


Emerson A. North, 
M 


Charles Kiely, 
M.D. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: Surgery: 


ALEXANDER G, BROWN. JR.. MD. CHARLES R. ROBINS, M.D. 
OSBORNE O. ASHWORT STUART N. MICHAUX, M 
MANFR Ill, A. STEPHENS GRAHAM, M.D. 
M. MORRIS PINCKNEY, MD. CHARLES R. ROBINS, JR., M.D. 
ALEXANDER G. BROWN, III, M.D. CARRINGTON WILLIAMS, M.D. 
Obstetrics: Urological Surgery: 
FRANK POLE, M.D. 
MARSHALL P. GORDON, JR., M.D. 
Ophthalmology, Otolaryngology: D.D.s 
W. L. MASON, MLD. 
Pathology: 
Pediatrics: REGENA BECK, M.D. 
ALGIE S. HURT, M.D. 
CHAS. PRESTON MANGUM, M.D. Roentgenology and Radiology: 
FRED M. HODGES, M.D. 
Physiotherapy: L. O. SNEAD, MD. 
MARTHA HOMES, R.P.T.T. R. A. BERGER, MD. 


Director: 
MABEL E. MONTGOMERY, R.N., M.A. 


CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES 
and ADDICTIONS 


Established in 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the 
comfort, care, and treatment of the class of patients received. 


It is upon the character of service rendered, rather than upon physical facilities that the reputa- 
tion of such an institution must rest, and to give every patient the maximum of individual atten- 
tion and unremitting care at all times is the basic principle of our work. An efficient organiza- 
tion exists in all departments. There is maintained an abundantly sufficient staff of capable 
nurses, divided into day and night shifts, assuring to every patient constant service through each 
of the twenty-four hours of the day. At midnight this service is as real as at midday. 


Situated in the midst of a fifty-acre tract and surrounded by a large grove and attractive lawns. 


JOHN W. STEVENS, M.D. WILL CAMP, M.D. 
Founder Medical Director 
NASHVILLE R. F. D. No. 1 TENNESSEE 


Reference: The Medical Profession of Nashville 
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T re effectiveness of 
Mercurochrome has been demon- 
strated by more than twenty years 
For pro- 


of extensive clinical use. 


fessional convenience Méercuro- 
chrome is supplied in four forms— 
Aqueous Solution in Applicator 
Bottles for the treatment of minor 


wounds, Surgical Solution for pre- 


. operative skin disinfection, Tablets 


and Powder from which solutions 
of any desired concentration may 


readily be prepared. 


(H. W. & D. brand of merbromin, 


) 


dib 9 


‘curisiMoresc 


is economical because stock solu- 
tions may be dispensed quickly 
and at low cost. Stock solutions 
keep indefinitely. 

Mercurochrome is antiseptic and 
relatively non-irritating and non- 
toxic in wounds. 


Complete literature will be fur- 
nished on request. 


-HYNSON, WESTCOTT & DUNNING, INC. 


This seal denotes acceptance of Mer- 
curochrome by the Council on Phar- 
macy and istry of the A i 
Medical Association. 


Baltimore 1, Maryland 


} 
. 
- ~ ba 
ms 
4 
4 
} 
poe 
= 7 
j 
| 


SOUTHERN MEDICAL JOURNAL 


JOURNAL OF THE SOUTHERN MEDICAL ASSOCIATION 
PUBLISHED MONTHLY BY THE SOUTHERN MEDICAL ASSOCIATION AT BIRMINGHAM, ALA, 


Volume 38 


MAY 1945 


Number 5 


EXPERIENCES WITH THE GASTRO- 
SCOPE OVER A PERIOD OF 
SIX YEARS* 


By JoHN TILDEN Howarp, M.D. 
Baltimore, Maryland 


“Ts gastroscopy merely a ‘stunt’ that is used to im- 
press certain patients with the thoroughness of their 
examinations or is it a really valuable adjunct in the 
diagnosis of gastric disease?” 


This is a question that is put to me fre- 
quently, though usually it is asked more tact- 
fully than I have expressed it here. It is 
certainly a fair question and a natural one. In 
my attempts to answer it from my own experi- 
ences with the gastroscope over the past six 
years, I have gradually formed an opinion of 
the usefulness of the instrument to me and the 
observations and comments which I make here 
are personal ones, rather than those of my 
friends or those reported in the literature. 


My knowledge of the gastroscopic picture of 
the stomach has been chiefly self-taught. Visits 
to my colleagues in gastroscopy have been help- 
ful, but they have been somewhat disconcerting 
also, for, with a few exceptions, it has seemed 
to me that others have been able to see more 
inflammatory disease of the gastric mucosa than 
I have been able to find. 


At the time that I was learning the technic 
of gastroscopy, all dispensary patients and a 
few private ones were potential candidates for 
the study, though the contraindications to the 
procedure (esophageal disease, cardiac failure, 


*Read in Section on Gastroenterology, Southern Medical As- 
sociation, Thirty-Eighth Annual Meeting, St. Louis, Missouri, 
November 13-16, 1944. 

*From Clinic for Gastro-Intestinal, Nutritional and Hematopoietic 
Diseases, Johns Hopkins Hospital, Baltimore, Maryland. 


angina, and asthma) were always observed. 
When it became known that gastroscopy was 
being done, many difficult cases were referred 
hopefully for the examination. These were 
chiefly patients who had had unexplained gross 
hemorrhages from their upper gastro-intestinal 
tracts and negative roentgen studies. In none 
of these early cases seen by me was the gastro- 
scopic examination of positive value to the pa- 
tient or to the physician who referred him. Ei- 
ther I was too inept to find the lesions, or gastric 
erosions had disappeared under therapy, for 
these patients had been treated for at least two 
weeks before the examinations were made. Then 
I believed it unwise to pass the gastroscope rela- 
tively soon after gross hemorrhage. 


Because the gastroscopic study is disappoint- 
ing in localizing the source of obscure bleeding 
from the upper gastro-intestinal tract, I fear 
that many men have concluded that gastros- 
copy is only a “stunt” and have lost faith in it. 
However, a group of us continued its use on our 
own cases and from others we begged and bor- 
rowed patienfs with known gastric car nomata, 
with roentgenologically proved gastric ulcers, 
with presumably benign gastric adenomata, and 
with undiagnosed gastric disease so that we 
might learn the gastroscopic appearance of le- 
sions which we knew to be present. 


GASTRIC CARCINOMATA 


It has been of the greatest interest to me to 
look at malignant tumors of the stomach 
through the gastroscope. The ulcerating, fun- 
gating carcinoma has a striking dark red or 
purple color and it looks almost as “angry” as 
a rectal cancer that is visualized by proctos- 
copy. The intact circulation gives it an un- 
mistakable hue which is not seen in the re- 
sected specimen and its angry appearance and 
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the ulceration, the white or brown exudate, and 
the lumpy gastric wall make a vivid picture. In 
almost all cases of carcinoma recognized by the 
x-ray the tumor can be seen gastroscopically. 
Some growths of the pylorus were missed by us 
because the narrow lumen into the canalized 
tumor was mistaken for the pylorus (Fig. 1). 
Now I keep under suspicion every pylorus that 
does not open and close when it is watched 
through the ’scope. The mucosa at the proximal 
end of a non-obstructing tumor of the pylorus 
may show no more than a mild gastritis. 

Waning interest in gastroscopy was revived 
by the first case in which a carcinoma of the 
stomach’ was positively diagnosed gastroscopi- 
cally by us when the first reports of the skia- 
grams were negative. 


Mr. R. W. (J. H. H. No. 185451) a locomotive en- 
gineer, fifty-four years of age, consulted us in Sep- 
tember of 1939 because he had had pain under his 
left costal margin for two or three months. In the 
summer of 1939 he was worried and a little depressed 


because one of his close friends had died following an 


operation for carcinoma of the colon. During this pe- 
riod of nervous strain, he first had had pain under 
the left costal margin. It wakened him at night and 
it annoyed him just before his noon meal. The pain 
was relieved by soda and not by food. His appetite 
had been and continued to be excellent. His family 
physician had sent him to a hospital maintained by 


Fig. 1 
Type of canalized carcinoma in which the opening in 
the tumor may be mistaken for the pylorus. 


his railroad and there roentgen examinations of his 
upper gastro-intestinal tract had been negative. A test- 
meal showed a hyperacidity. When the physicians had 
found no objective evidence of organic disease, they 
had written his physician to say that they felt that 
he was very much worried about himself and about a 
fancied cancer because his friend had died of carcinoma. 


In spite of reassurance the patient had the feeling that 
all was not well in his abdomen and he came to Balti- 
more. His physical and laboratory examinations were 
negative, except that there were positive tests for occult 
blood in the stool. There was an adequate gastric acidity, 
for after an Ewald test-meal the acids were 48 and 
66. Fluoroscopic examination of the stomach and duo- 
denum was negative except for some irregularity, such 
as might be caused by large rugal folds, high on the 
greater curvature. With the gastroscope we could see 
an ulcer well up on the greater curvature. The rugae 
around it were very coarse and there was a -definite 
gastritis about the ulcer. The patient was sent home 
on ulcer therapy. Over the next two months the ulcer 
was observed several times and finally on November 
6, 1939, we remarked that the lesion looked like a ma- 
lignancy. The patient was admitted to the hospital 
for surgical exploration and there he was studied again 
with the x-ray (Figs. 2 and 3). The rugal folds were 
very heavy and the first roentgenologist diagnosed, 
“Large rugal folds, probably representing a gastritis.” 
Alarmed by this reading of the films and fearing that 
we would be the laughing stock of the hospital (for 
our colleagues are our severest critics) if no more than 
a gastritis were found at exploration, we passed the 
gastroscope a fourth time and again we saw the lesion. 
Later that same day a second roentgenologist reviewed 
the films, asked for a clinical history before making his 
report, and he said, “Defect on the posterior wall of 
the cardiac end of the stomach which is due to an 
ulcerative lesion.” On November 15, 1939, Dr. Rien- 
hoff explored the abdomen and resected the distal 
four-fifths of the stomach, On the greater curvature 
was an ulcer the size of a half dollar. Sections of the 
ulcer showed it to be malignant. There were no evi- 
dences of metastases and the patient was generally 
and digestively well when heard from in September 
of this year. 


In six years I have had only one other patient 
in whom a carcinoma was found first with the 
gastroscope and subsequently with the x-ray. 


H. S. (J. H. H. No. 290757) was a colored man who 
first came to the hospital in 1920, when he was forty- 
three years old. He then had syphilis and he took 2 
little treatment. In May of 1943, he returned to the 
Clinic for the treatment of syphilis, saying that in 
February he had begun to have a dull aching pain in 
the left upper quadrant. It was not related to eating 
and he had had vomiting off and on since March. He 
had lost twenty pounds in the two months preceding 
his visit to the hospital in 1943. At the initial exami- 
nation there was a questionable mass felt in the left 
upper quadrant. There was a moderate anemia; the 
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hemoglobin was 8.5 grams. In the x-ray department, 
to which the syphilologists referred him, the report 
of the gastro-intestinal series was “No lesion is dem- 
onstrated in either the esophagus, stomach, or duo- 
denum.” In June of 1943, he was referred to the gas- 
tro-intestinal section of the dispensary where no mass 
was felt in the left upper quadrant. The hemoglobin 
was then 9 grams. The stool gave a strongly positive 
reaction when tested for occult blood. There was no 
free acid in the gastric content after an alcohol test- 
meal. Fluoroscopic examination revealed no definite 
defect in the stomach and the possibility of a duo- 
denal ulcer was suggested by the fluoroscopist. In 
July, 1943, the patient was sent for gastroscopy. Our 


Fig. 2 (top) and Fig. 3 (bottom). 
Skiagrams in case of Mr. R. W. They were first said to 
show, _ “Large rugal folds, probably representing a 
gastritis.”” At gastroscopy a carcinoma was found. It 
was removed surgically. 
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report reads, “Gastroscope is passed easily and the 
mucosa of the whole stomach is typical of atrophic 
gastritis; it is pale and smooth and the vessels are 
beautifully seen. The body of the stomach is definitely 
nodular and, as the ’scope is withdrawn, infiltration 
is seen at the upper end of the stomach. No striking 
ulceration is noted, but there is slight bleeding from 
the trauma of the examination. This man must have 
a carcinoma of the upper portion of the stomach and 
I believe that I can flat-footedly make the diagnosis 
from the gastroscopic examination.” The patient was 
then sent to the x-ray department for another gastro- 
intestinal study and the report was, “There is extensive 
deformity of the cardiac end of the stomach due to 
the presence of a neoplasm.” When this case was dis- 
cussed with the x-ray department, it was explained 
that the diagnosis of gastric carcinoma was not made 
in May because an insufficient number of films had 
been made. At that time the department of roentgen- 
ology was trying to save material by taking relatively 
few plates. They found this to be false economy and 
the practice was soon abandoned. 


The gastroscope has been of assistance, too, in 
studying filling defects in skiagrams of the 
stomach, defects which did not quite fit into the 
clinical picture. 


M. C. (J. H. H. No. 240898), a white woman, was 
admitted to the Johns Hopkins Hospital September 
27, 1941, when she was forty-two years of age. Two 
years before admission she began having attacks of 
vomiting and diarrhea lasting one or two days and 
occurring two or three times a month, In June, 1941, 
she had such an attack and following it she lost con- 
siderable weight and entered the Baltimore City Hos- 
pital. There a urinary tract infection was found and 
it was treated with sulfathiazole. She had a very severe 
drug reaction with fever, jaundice, and disorientation. 
Following this attack she was found to have an en- 
larged liver, a palpable spleen, and a macrocytic ane- 
mia. She was transferred to the Johns Hopkins Hos- 
pital for study. There the findings at the Baltimore 
City Hospital were confirmed. The serologic test for 
syphilis was positive; there was no free acid in the 
stomach after histamine stimulation. X-ray examina- 
tion showed an irregularity at the cardiac end of the 
stomach which the roentgenologist interpreted as “due 
to the presence of a neoplasm” (Figs. 4 and 5). The 
gastroscopic report was “An excellent view of the car- 
diac end of the stomach was obtained. No ulcerative 
lesion was seen. There is an atrophic gastritis every- 
where, but I can find no carcinoma. This does not 
mean that carcinoma is not present; it means that we 
fail to see it. There are some ‘blind spots’ in the car- 
diac end of the stomach. Sorry that we cannot con- 
firm the x-ray evidence.” A few days later Dr. Alfred 
Blalock explored the cardiac end of the stomach and 
found no gross Iesion. 


A similar case is that of Mr. R. We., an out- 
patient of mine. 
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Mr. R. We., forty-one years of age and an insurance 
adjuster, had been taking a good deal of liquor and 
he had a mild diabetes, In June, 1943, he ate a crab 
cake and two or three days later had upper abdominal 
cramps and vomiting with loss of appetite and weight. 
His family doctor sent him to a roentgenologist, who 
reported, “A probable neoplasm of the pyloric end of 
the stomach” (Fig. 6). 


At physical examination the patient had a markedly 
enlarged, slightly nodular liver; there was a gastric 
achlorhydria; the stool contained a small amount of 
occult blood. The bromsulphalein test of liver function 
showed a maximum retention of the dye. Gastroscopic 
examination revealed a grossly nodular gastric mucosa 
without evidences of ulceration or gastritis. Suspect- 
ing a gastric tumor, perhaps a lymphosarcoma, in spite 
of the relatively negative gastroscopic findings but 


Fig. 4 (top) and Fig. 5 (bottom). 
Roentgenograms in case of M. C. They were said to 
show a carcinoma of the cardiac end of the stomach, 
but no gross lesion was found at gastroscopic examination 
or at surgical exploration. 
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considering seriously cirrhosis of the liver, exploratory 
laparotomy was advised. The patient declined to have 
surgery, his diabetes was controlled, and he was given 
large quantities of yeast. He improved so much that 
he discarded his diet, resumed his drinking and de- 
clined to have further studies. I think that the diag- 
nosis of hepatic cirrhosis was probable in this case, 
for his family doctor reported that he has been di- 
gestively well. The help which we obtained from gas- 
troscopy was of a negative character and deterred us 
from trying to “sell” an operation to the patient. I 
have had the opportunity of seeing recent films (Figs. 
7 and 8) of Mr. R. We.’s stomach, though I have not 
attended him, and their normality makes me glad that 
the patient declined surgery in 1943. 


But one cannot always rule out gross gastric 
disease by a negative gastroscopic examination. 
Indeed, such an examination does not mean too 
much to me; we can depend upon positive gas- 
troscopic findings only. This is well illustrated 
in the case of M. W. 


M. W. (J. H. H. No. 186206), a colored woman 
fifty years of age, was admitted to the Johns Hopkins 
Hospital April 5, 1943, because she had vomited blood 
three or four days previously. She was a known dia- 
betic, she had hypertensive cardiovascular disease with 
cardiac enlargement and a low cardiac reserve, and she 
had latent syphilis. Physical examination was quite 
negative except for hypertension, cardiac enlargement, 
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Fig. 6 
Roentgenograms in case of Mr. R. We. These were said 
to demonstrate a probable neoplasm of the pyloric end of 
the stomach. Gastroscopic examination revealed no 
definite disease. 
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and moderate edema of the ankles. In the laboratory 
the hemoglobin was 6.5 grams; the red cell count was 
2,700,000. The fasting gastric acids were O and 70. 
Other studies of the gastric secretion were not then made. 
Roentgen examination of the upper gastro-intestinal 
tract was reported, “No lesion is seen in either the 
stomach or duodenum” (Figs. 9 and 10). At gastroscopic 


Fig. 7 (top) and Fig. 8 (bottom). 


Skiagrams showing stomach of Mr. R. We. seventeen 
— after those of Fig. 6. Stomach undoubtedly 
normal, 
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examination no lesion was found in the antrum, pylorus 
or body of the stomach. When the gastroscope was with- 
drawn there was a moderate amount of blood on it and 
it was thought that this came from trauma to the cso- 
phagus. The patient’s blood count rose rapidly on oral 
medication and she was discharged on April 28, 1943. 
The patient was re-admitted to the hospital on October 
18, 1943, because of shortness of breath and increasing 
weakness and because she was irrational at times. 
There was no anemia and the clinical picture was that 
of hypertensive encephalopathy. When the patient died 
on October 31, 1943, it was presumed that her exitus 
was caused by hypertensive cardiovascular disease. At 


Fig. 9 (top) and Fig. 10 (bottom). 
Films of stomach of M. W. The crater of the peptic 
ulcer on the posterior wall was overlooked in the roentgen 
examination and at gastroscopy. 
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autopsy she showed marked changes in her heart muscle, 
but on the posterior wall of her stomach near the 
greater curvature was a myoma slightly larger than a 
golf ball. Most of the tumor was on the outer wall 
of the stomach, but there was a peptic ulcer on the 


Fig. 11 
Skiagram of Mrs. G. S. made directly after a gastric 
hemorrhage. No lesion was demonstrated on the film or 
at gastroscopy. 


Fig. 12 
Skiagram of Mrs. G. S. two years after Fig. 11. Car- 
cinoma of the stomach clearly demonstrated by the picture 
and with the gastroscope. 
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smaller part of it which projected into the stomach. 
The stomach contained about 600 c. c. of blood and it 
is possible that a hemorrhage from the ulcer was the 
immediate cause of the patient’s death. 


So, with the gastroscope I may overlook too 
easily an organic lesion, especially when it is 
high on the posterior gastric wall. 


Sometimes both the gastroscope and the x-ray 
miss the gross pathology. 


Mrs. G. S. (J. H. H. No. 207745), sixty-four years 
of age, was first seen in August of 1938 for symptoms 
which suggested a functional dyspepsia of long stand- 
ing. She weighed only ninety-five pounds, she was 
markedly arteriosclerotic, and nothing was made out 
on laboratory examination. Eight months later the pa- 
tient had a hemorrhage from her upper gastro-intestinal 
tract and she was hospitalized. With recovery from 
the bleeding, the patient had a roentgen examination 
of her stomach and duodenum and they were said to 
be normal (Fig. 11). Gastroscopic examination re- 
vealed a mild atrophic gastritis. With my tongue in my 
cheek I answered the queries of the patient and her 
family with, “The bleeding probably came from a 
gastritis.” The patient apparently recovered com- 
pletely from her hemorrhage and her hemoglobin rose 
to 98 per cent. She gained weight so that six months 
after her hemorrhage she weighed a little over one 
hundred pounds. She was not heard from again until 
August of 1940. At that time she said that in June 
of that year she had begun to have some vague dys- 
pepsia with abdominal distention, constipation, and 
hemorrhoids. Then she was found to be anemic; there 
was ascites and gastric achlorhydria. The skiagrams 
showed a filling defect on the lesser curvature and the 
posterior wall of the stomach from the presence of the 
neoplasm (Fig. 12). Gastroscopic examination was 
done with the greatest ease and this time we could 
see a very definite carcinoma. However, it was too 
late to do our patient any good and she died in a 
few months. 


GASTRIC ULCER 


I have been very much distressed by my fail- 
ure to see many benign gastric ulcers through 
the gastroscope. While I have seen some, I too 
often search in vain for lesions clearly shown on 
the x-ray film (Fig. 13). This is a skiagram of 
an ulcer which I could not see with the ’scope 
because it was situated so high on the lesser 
curvature that the objective of the instrument 
was too close to the lesion for a satisfactory 
view. Because of the size of this ulceration (the 
patient was a man sixty-one years of age) I was 
concerned lest it be malignant. However, the 
film made after two weeks of treatment reas- 
sured me, for the lesion was much smaller. 
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Sometimes a gastric ulcer is seen satisfac- 
torily and it usually can be differentiated from 
a carcinoma gastroscopically. After a few weeks 
of treatment during which a probable ulcer be- 
comes smaller but does not disappear, one may 
worry about the nature of the lesion. If, in 
such a case, a benign-looking ulcer can be seen 
with the ’scope, one will be inclined to continue 
with medical therapy. If the films were his only 
criterion of cure, he might advise exploration, 
for malignant ulcerations may become smaller 
on medical therapy, may they not? 


MARGINAL AND JEJUNAL ULCERS 


In most patients with gastro-enterostomies 
the stomata can be seen gastroscopically. In pa- 
tients who have had Polya resections of their 
stomachs practically all the stomata can be vis- 
ualized with the ’scope. Occasionally a marginal 
ulcer has been seen. Most of the anastomotic 
peptic ulcers are in the jejuna and I have not been 
fortunate enough to get sufficient light there to 
see even one. Of course, gastritis around the 
stoma is a very common finding in patients who 
have had an artificial opening made in the 
stomach and I have been unable to correlate 
this finding with symptoms. 


GASTRITIS 


The diagnosis of chronic gastritis is the un- 


Fig. 13 
Gastric ulcer which could not be visualized with the 
gastroscope. 
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challenged field of gastroscopy, for the condi- 
tion of the stomach’s mucosa can be determined 
very much better by direct inspection than by 
inferences from the study of its secretions or 
from the rugal pattern on the roentgenograms. 
Very frequently the height of the rugae is con- 
trolled by the tone of the muscularis mucosae 
and elevated folds seen on the skiagrams can be 
ironed out by the inflation of the stomach with 
air. With the gastroscope one may see redden- 
ing of the mucosa (though at times this pales 
with inflation), edema, ulcerations resembling 
canker sores, and a granular mucosa; sometimes 
nodules are seen on the folds; then there may 
be atrophy of the gastric mucosa with striking 
thinning and a blue-gray color. 


All gastroscopists see these evidences of mu- 
cosal inflammation and the difficulty lies in 
their proper interpretation. How often we see 
smokers’ throats so hyperemic that we would 
believe that they caused symptoms if the pa- 
tients only complained of sore throats. And so 
it is in the stomach; we may see gastritis, even 
gastritis with erosions, but we have been unable 
to correlate the findings with chronic symptoms. 
Of course there is such a thing as acute gastritis 
and acute hemorrhage from the erosions of gas- 
tritis. But to find a hypertrophic gastritis with 
striking erosions in a symptom-free patient al- 
ters one’s concept of the significance of the 
finding. So does the very, very frequent obser- 
vation that patients with gastroscopically dem- 
onstrated gastritis get on better with barbit- 
urates than with demulcents and with diets 
from which gastric irritants are eliminated. 


Major J. C. S., 42 years of age, a graduate of West 
Point and a major in the Regular Army, consulted me 
in January, 1942. He said that the year of 1940 had 
been a difficult one for him. His son had had a bad 
fracture of an elbow with a complicating Volkmann’s 
contracture; the patient and-his wife had been in 3 
motor accident and, though he was not injured, she 
suffered a concussion which confined her to the hos- 
pital for a time; then his wife had an operation for 
partial intestinal obstruction. Directly after this last 
emotional strain, he was sent from his job teaching the 
R. O. T. C. students at a Mid-Western University to 
Fort Bragg. En route there he first noted epigastric 
pain of a gnawing character when his stomach was 
empty. At the camp the pain continued and it fre- 
quently wakened him between two and four o’clock in 
the morning. It was always relieved by eating, but 
alkalis did not help him. He entered the Camp Hos- 
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pital where roentgen examinations of his stomach and 
duodenum were twice negative and where an achlor- 
hydria was found. He noted that he was relieved by 
rest in the hospital and that his trouble recurred when 
he returned to duty. He was given dilute hydrochloric 
acid with slight improvement, but eating helped him 
most and he kept cans of condensed milk at his bed- 
side and at night he would open one and drink its 
contents for relief of gnawing epigastric pain. In the 
spring of 1941 he went to the Walter Reed Hospital 
for a mild diarrhea and there his intestinal and gastric 
complaints were investigated, but nothing was found 
except an achlorhydria to histamine. He was given 
several weeks of sick-leave and he passed that at his 
home in St. Louis. There he consulted a civilian phy- 
sician who made a gastroscopic examination and re- 
ported the presence of a hypertrophic gastritis with 
erosions. Large doses of ac'd were given the patient, 
but he was not well. He again noted that rest helped 
him more than any diet or medicine. The diarrhea, as 
well as the upper abdominal pain, was aggravated by 
fatigue. He returned to the Walter Reed where a 
gastroscopic examination confirmed the findings in St. 
Louis. He was told to return for periodic gastroscopic 
examinations and in December, 1941, he understood 
from his doctor that his gastritis had become of the 
atrophic type and that it predisposed him to the de- 
velopment of pernicious anemia and carcinoma. Di- 
rectly his symptoms became wors2 and within a month 
he sought another opinion from me. 

The patient’s physical examination was entirely neza- 
tive. 

All his routine laboratory studies were negative ex- 
cept for a histamine achlorhydria. 

Gastroscopic examination revealed “a red stomach” 
with an excessive amount of mucus on its walls. There 
were areas of mucosal atrophy where the veins in the 
mucosa were clearly seen but no gray or blue-gray 
areas were noted. 

The patient was told that his symptoms were on 2 
psychogenic basis and that the gastritis was an in- 
cidental finding. He was encouraged; he was advised 
to get more rest; and he was given phenobarbital. He 
protested at the prescription of rest for, he said, he 
had trained himself for war and now that it had 
come, he had real opportunities to rise in his profes- 
sion. He was allowed to carry on with the Army 
ration but he took phenobarbital and in a month he 
wrote that he was practically free of symptoms; he 
occasionally wakened in the early morning hours but 
he had no pain. 

In July, 1942, the patient reported that he had been 
working very hard but phenobarbital had been his 
prop and salvation and he never needed more than 
three one-quarter grain tablets a day to keep himself 
digestively comfortable. 

In May, 1943, he wrote from Northern Africa to 
say that at times when bombed or under fire he 
needed one-half grain of phenobarbital before each 


meal to keep comfortable. He ate the Army B ration 
and he had no trouble from it. 

On July 27, 1943, the patient came to my office. He 
had been made a lieutenant-colonel but he felt that 
he should have a higher rank and by returning to the 
States he thought that he might head a new unit and 
take it to the fighting front. He had been quite well 
except for a little gnawing which came when he was 
moved to a new station or when his routine was upset, 
and then the barbiturate controlled it. Gastroscopic 
examination revealed a mucosa which was distinctly 
more red than normal, there was an excessive secre- 
tion of mucus, and several patchy areas of atrophy 
were seen. He was advised to continue to use pheno- 
barbital as his crutch and he went off to a school for 
brigade commanders. 


Similar cases (including observations by 
Beaumont on Alexis St. Martin) made me say 
(with Dr. Lay Martin) in 1940 that chronic 
gastritis is an interesting finding but that too 
often symptoms are erroneously ascribed to it. 
I hold that same idea now and I often report a 
“red stomach” rather than gastritis and I admit 
that I do not understand its clinical signifi- 
cance; I feel that it is usually clinically in- 
significant. 


TUBERCULOSIS OF THE STOMACH 


In 1940 I had the opportunity to see tubercu- 
losis of the stomach with the gastroscope. 


Senor E. M. (J. H. H. No. 207635), was a man 
fifty-eight years of age with vague abdominal distress 
and wasting. His serologic tests for syphilis were nega- 
tive. Skiagrams showed old fibroid tuberculosis at 
both apices and, in a_ bag-like, toneless stomach in 
which no peristalsis was ever detected, were multiple 
ulcerations (Fig. 14). These were seen clearly at three 
gastroscopic examinations and some of the ulcers were 
shallow and some were deep; all were serpiginous in 
outline and all had dirty gray bases. 


Over a year later the patient returned to the hos- 
pital with ascites and on two occasions tubercle bacilli 
were grown from cultures of the ascitic fluid and tuber- 
culous peritonitis was diagnosed at peritoneoscopy. The 
patient died on November 1, 1941, but a necropsy was 
not obtained. 


ACCIDENTS OCCURRING AT GASTROSCOPY 


Perforations of the stomach and of the esoph- 
agus from the use of the flexible gastroscope 
have been reported but I have not yet had my 
ardor for the procedure dampened by such an 
occurrence in my own cases nor have I heard 
of such an accident in Baltimore. Reactions to 
the topical anesthetic, pontocaine, do occur, but 
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I have had only one drug reaction which caused 
me concern, and that was for only an hour. 
However, I was very much distressed about my 
one real accident with gastroscopy. I can only 
guess its cause, but I believe that failure to 
lubricate the rubber-covered portion of the 
‘scope traumatized the esophagus, after secre- 
tions had been inhibited with atropine. 


Senor H. E., forty years of age, was a native of Co- 
lombia. He was referred to me chiefly because of sexual 
impotence and he had a lesser complaint of gaseous 
dyspepsia. From his history it seemed likely that both 
of the patient’s complaints were on a psychogenic basis. 
However, because the fluoroscopic study revealed very 
coarse rugal folds, I made a gastroscopic examination, 
for my interest in szarching for’ symptom-producing 
gastritis continued. One morning the ’scope was easily 
introduced into the cardiac end of the stomach, but 
dark redness without mucosal detail was all that could 
be seen, even though air was put into the stomach. 
The instrument was withdrawn and it was not bloody. 
Immediately it was passed again and there was no 
difficulty in getting the ’scope down. The antrum, 
body, and cardiac end of the stomach were clearly 
seen and they were found to be perfectly normal; the 
ruzal folds were normal. No blocd was noted in the 
stomach. After the examination, Senor H. E. re:ted for 
an hour and at noon he returned to his hotel. He was 
active in the afternoon and he walked out for his 


Fig. 14 


’’Maltiple ulcerations of stomach in case of Senor E. M., 
who had tuberculosis of the stomach. 
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dinner in the evening. On the street he suddenly felt 
faint and he had to sit down. In a very few minutes 
he felt better and, when he got to his feet, he sud- 
denly vomited blood. Though he said that he felt all 
right, by-standers called the municipal ambulance and 
he was taken to the accident toom of the Johns Hop- 
kins, He did not vomit more blood but he had tarry 
stco's for three days. In eight days I allowed him to 
leave the hospital, for then his stools gave a negative 
reaction when tested for occult blood with benzidine. 
His hemoglobin had been 102 per cent prior to the 
gastroscopic examination; it fell to 79 per cent after 
the bleeding and it was 90 per cent when he left the 
hospital for a trip to New York City. When he re- 
turned to Baltimore a fortnight later he said that he 
had eaten what he wished and he had taken consider- 
able alcohol without symptoms of any sort. 


CONCLUSIONS 


But what is my answer to the question about 
the real value of gastroscopy? Certainly it is 
not a “‘stunt,”’ for no procedure which enables 
us to see clearly a large part of the interior of 
the stomach should be called that. It enables us 
to visualize most, gastric tumors, some gastric 
ulcers, and to diagnose more properly gastritis. 

But we must admit that gastroscopy rarely 
reveals to us an ulcer or a tumor which the x-ray 
fails to demonstrate and, at the present time, 
roentgenography is by far the more dependable 
method for the objective demonstration of the 
coarser gastric lesions. The gastroscope is a 
useful adjunct to the x-ray; it does not sup- 
plant it. 

In my opinion the diagnosis of chronic gas- 
tritis is interesting but, when it is found, it 
usually is not of great clinical importance. The 
clinical courses of patients, who have vague up- 
per abdominal symptoms and, as their soie 
objective finding, chronic gastritis, suggest that 
these symptoms are more likely to be on a psy- 
chogenic basis than to be manifestations of the 
gastritis.. This is a statement with which many 
men who are doing gastroscopy will disagree, 
but, I say now, as I did before this Section in 
1940, “The great diagnostic assistance obtained 
from gastroscopy will be limited to the study 
of the coarser lesions such as ulcers, tumors, and 
the demonstration of bleeding areas.” To this I 
now may add: the gastroscopic demonstration 
of gross lesions is of the greatest importance, 
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but a negative gastroscopic examination does 
not exclude the possibility of gastric ulceration 
or tumor. 


DISCUSSION (Abstract) 


Dr. Donovan C. Browne, New Orleans, La.—Gas- 
troscopy is certainly a worthwhile procedure. There 
are, of course, a few differences of opinion and ex- 
periences. 

For example, gastric ulcers: it has been our experience 
that those lesions radiologically demonstrable and not 
in “blind areas” of the stomach, have been gastroscopi- 
cally visible in the majority of instances, though often 
manipulations such as changing position to the upright 
has been resorted to. The ability to follow the course 
of gastric ulcers with questionable histopathology has 
given us our greatest satisfaction. 

The essayist’s attitude on gastritis may well be a cross 
section of opinion at this time of those who have 
studied these entities and had the privilege of following 
the cases both clinically and gastroscopically over a 
considerable period. Certainly, I cannot take issue. 
Yet, let us bear in mind that types of gastritis are 
proven histopathological entities,- etiology is obscure, 
and experimental work in this field is woefully lacking. 
Effects of the psyche on the stomach have been beau- 
tifully demonstrated and the vascular changes may well 
account for some of the “red stomachs;” this granted, 
it becomes of increasing clinical importance and one 
might postulate that we are dealing with a similar 
phenomenon as the “unstable colon” or possibly the 
unusual small bowel patterns demonstrated by Dr. 
Martin. That these patients do not respond to demul- 
cents or diet programs does not prove to me, however, 
that they do not have gastritis or peptic ulcer, for that 
matter. I question that this is a diagnostic criterion, 
for who among us has not seen patients with peptic 
ulcer and irritable colon fail on this program and 
respond promptly to a trip to the Rockies or pheno- 
barbital tablets. The nervous mechanism behind this 
particular thing might be like that of the colon or 
also the etiology of peptic ulcer. 

The last point I wanted to discuss is accidents. I am 
not sure that the essayist’s case of hemorrhage was an 
accident. It has been our experience that a fair per- 
centage of those patients who bleed with passage of the 
’scope, subsequently are shown to have organic disease. 
The normal patient does not bleed, if proper technic 
is employed and there is no undue trauma. We have 
nine instances in which satisfactory passage of the 
’scope was not accomplished and by coincidence in each 
instance the roentgenologist had reported a cascade 
type of stomach to some degree. In personal interviews 
others seem not to have had this experience and I am 
wondering whether Dr. Howard has encountered such 
a difficulty. 


Dr. Howard (closing) —I have little more to say 
concerning gastritis. I must admit that it is a histo- 
pathologic entity, but I believe that it is rarely a cause 


of symptoms. I have spoken of impressions rather than 
of percentages. I have not tried to prove any point 
in my paper; rather I have endeavored to present my 
personal experiences in the use of gastroscope and the 
opinions which I have formed from my attempts to 
correlate gastroscopic and clinical observations. 

Of course we have had difficulty in seeing the deeper 
portions of cascade stomachs. We usually fail to 
visualize the antra in such stomachs. 


ROUND CELL TUMOR OF BONE 
RESEMBLING EWING’S TUMOR* 


By Ropert J. Reeves, M.D. 
_ Durham, North Carolina 


This case is presented as there is some ques- 
tion as to the correct diagnosis of this bone 
tumor. The pathological opinion is that there 
are certain clinical aspects that might classify 
it as Ewing’s tumor. The Ewing tumor is com- 
posed of round cells and is highly sensitive to 
irradiation. Ewing called this tumor “endo- 
thelial myeloma” of bone. The _histogenesis, 
however, is still controversial. This tumor is a 
disease of growing bone. The true Ewing tumor 
was found chiefly in the long bones but has 
occasionally been found in the flat bones, es- 
pecially the pelvis and skull. The most typical 
appearance of the Ewing tumor is the expansion 
of the marrow cavity and the production of 
new bone, being laid down in an onion-peel 
arrangement. The case to be reported showed 
no such arrangement but was a purely osteolytic 
tumor. 

The Ewing tumor, being osteolytic, is accom- 
panied by pain at infrequent intervals. It is 
frequently slow growing and may be several 
years developing. The pain is often accompanied 
by a high fever, simulating osteomyelitis. The 
case to be presented had very little, if any, pain 
and no temperature. It was found, however, 
to be extremely radiosensitive. The Ewing tumor 
being very radiosensitive, the primary tumor 
is often completely sterilized. Most of the pa- 
tients died, however, of distant metastases. 


*Read in Section on Radiology, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944. 

*From Department of Radiology, Duke University School of 
Medicine, Durham, N. C. 
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Most of these tumors produce metastases early 1934, complaining of a lump on the left lower gum of 
two months’ duration. 

and are often wide spread at the time the 

primary tumor is recognized. 


Case 1—H. C., (history No. 44283) a white girl, age 
9, was seen in the out patient clinic on October 25, 


Fig. 3 
Extension of the tumor to the bone. 


Fig. 1 
The tumor localized above the bicuspid tooth buds. 


Fig. 2 Fig. 4 
Photomicrograph showing the diffuse cellular appearance. Healing and gradual recurrence. 
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The family history was noncontributory. 
Her past history was alzo noncontributory. 


She 


Fig. 5 
Recurrence aft-r two years. 


had had chickenpox at the age of 6, with no complica- 
tions. A tonsillectomy was done several months previ- 
ously. She had normal dentition, no sore mouth or 
tongue; her diet had been well balanced. Her present 
illness began two months prior to her visit to the clinic. 
The patient noticed a small swelling about the size of 
a pea in the region of the left lower bicuspid. It had 
given her no pain or discomfort. She had it lanced by 
a local dentist. No pus was found. The swelling failed 
to disappear, and gradually grew in size. During the 
ten days prior to her clinic visit, it had doubled in size, 
measuring 2 centimeters across. There was no pain or 
tenderness. 

Examination of the mouth disclosed a smooth hard 
mass occupying the space -where the second dentition 
of pre-molars should have occurred. The blood study 
was normal. 

The paticnt was admitted to the hospital and the 
tissue and bone in the tegion of the left lower pre- 
molars were removed, including the tooth buds of the 
bicuspids (Fig. 1). Microscopical study showed the 
tumor mass made up chiefly of round and spindle- 
shaped cells. The epithelium was not invaded. The 
tumor was thought to be of mesobla:stic origin (Fig. 2). 
A dosage of 2,000 roentgen units of 200 kv. x-ray was 
given directly to the tumor site (Fig. 3). Examination 
sx months later showed no evidence of local tumor, 
but there was a soft tissue mass in the neck, over- 
lying the hyoid bone. This region was given 1,500 r. 
of 200 kv. x-ray and the ma:s promptly disappeared. 


Fig. 6 
Pulmonary metastzsis and possibly a mass in the liver. 
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The patient returned in July, 1936, and a film of the 
jaw showed a suspicious osteolytic recurrence around 
the cuspid tooth (Fig. 4). This area was again removed 
surgically and microscopical study showed the same 
histological appearance as previously. A dosage of 
2.500 gamma roentgens of radium was given locally to 
the postoperative area. 


Fig. 7 
Rapid clearing of the metastasis after relatively small 
doses of irradiation. 
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Two years later, 1938, there was a recurrence of the 
cystic area. Radical surgery was advised, but it was 
finally decided to follow the patient after a dosage of 
3,000 roentgen units of x-ray was given (Fig. 5). She 
was not seen again until May, 1940. A small area of 
necrosis was still present in the mandible. Another 
series of 2,000 roentgen units of x-ray therapy was given 
through an intra-oral cone. Six months following this 
last treatment, an area of ulceration was found on the 
alveolar ridge. The bone gradually became exposed. 

The left mandible was removed in June, 1941, and 
a left neck dissection was carried out. The pathological 
examination showed large masses of tumor cells and 
fibrous tissue. Most of the cells were of the round cell 
type, showing numerous mitoses and seemed to invade 
the bone. 

Examination in O:tober, 1941, disclosed enlarged 
glands in the right neck and a neck dissection was 
carred out. A diffuse infiltration of the neck was 
found so this operative procedure was followed by 
insertion of radium needles. A dosage of 3,000 gamma 
roentgen was given. A roentgenogram of the chest was 
negative. A chest roentgenogram, March, 1942, dis- 
closed several tumor masses in the right lung and a 
mass apparently in the liver, pushing the diaphragm up 
(Fig. 6). She was given 1,500 roentgen units of x-ray 
therapy over each, the front and back of the right 
thorax. Two weeks later, the masses had disappeared. 
Examination two years later, July, 1944, showed no 
evidence of any tumor (Fig. 7). An attempt was made 
to do a plastic repair on the left mandible. The bone 
graft became infected and was removed. Two months 
later the jaw was again repaired and the patient was 
much improved. She has recently married and has no 
further complaints. 


The second case was given us through the 


Fig. 8 
Extensive bilateral pulmonary metastasis, repidly clearing after irradiation. 
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Fig. 9 
Ten-year follow up showing the lungs to be clear and 
the primary lesion in the rib has regenerated. 


courtesy of Dr. Vincent W. Archer, University, 
Virginia. The pathological findings and clinical 
course are strikingly similar to our own. 


Case 2.—A six-year-old white girl was brought in 
by her parents, July 29, 1932, complaining of pain in 
the right lower chest of 3 months’ duration. A 5-centi- 
meter mass was present which had been growing rather 
rapidly. There was no localized heat but moderate 
tenderness. The blood picture was normal. Roentgen- 
ological examination of the chest (Fig. 8) showed the 
lungs filled with nodular metastases. There was an area 
of destruction in the right sixth rib. The appearance 
of the rib suggested an osteoblastic sarcoma. 


A biopsy of the rib was a subject of much discussion. 
It was first thought to resemble fibrosarcoma, but a 
later report was as follows: “Microscopical examination: 
this is exceeding embryonal looking tumor composed 
of cells which vary greatly. The predominating’ cell is 
a round or oval cell with vesicular nucleus, scant 
cytoplasm, and little or no nucleolus. This resembles 
the cell of a Ewing’s tumor. There are small cells with 
very hyperchromatic round nuclei. Large cells with 
acidophilic cytoplasm and round black nuclei, not 
unlike normoblasts are seen. The stroma is absent 
or merely a fine fibrillar substance. There are blood 
vessels with a thick fibrous septum, and cells lining 
this in areas. Spindle cells are also seen. The tumor 
is invading muscle and fat. This is not exactly a 
Ewing’s tumor, but appears to be in the myeloma 
group. Dr. Ewing does not believe it to be an erythro- 
blastic myeloma, but places it in the myeloma class. 
It appears to be a malignant tumor and although we 
are by no means certain, it is being tentatively placed 
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in the myeloma group. The diagnosis is myeloma.” This 
was later confirmed by Dr. Fred Stewart of Memorial 
Hospital, New York City. 

At the time of the first visit, it was thought the 
disease was too far advanced for therapy but ten weeks 
later, the family brought her back requesting that some- 
thing be done. A dosage of 1,200 roentgen units of 
deep x-ray was given to each, the front and back of 
the thorax. There was a dramatic response to treat- 
ments and on October 27, the child looked like a dif- 
ferent person. There was no dyspnea and the mass 
had disappeared. The child continued to improve 
and contact with her was lost until March, 1943. A 
check up showed no evidence of tumor. The lungs were 
clear (Fig. 9). She had married and was 6 months 
pregnant. She has since moved and contact is again lost. 


CONCLUSION 


These cases impress upon us with the im- 
portance in giving radiation therapy in these 
poorly differentiated tumors. In Case 1, sur- 
gery should have been much earlier. 

During the past few years more bone tumors 
have been salvaged due to the studies of Fer- 
guson at the New York Orthopedic Hospital, 
who found that the primary lesion in osteolytic 
tumors could be partly destroyed by heavy ir- 
radiation. Bone resection was postponed for 
six months, allowing the tumor ample time to 
become sclerosed and the malignant cells in the 
blood stream to be sterilized. 


CARPAL BONE INJURIES* 


By Joun D. SHERRILL, M.D. 
Birmingham, Alabama 


Our interest in the subject of carpal bone 
injuries arises from the fact that the frequency 
of such injuries is increasing and despite the 
many varied methods of treatment, we see a 
large number of relatively poor results for these 
seemingly trivial injuries. Since x-rays are 
readily available many injuries that would pre- 
viously have been classed as sprains are now 
seen to be fractures or dislocations of the carpal 
bones. The methods of treatment vary from 
immobilization to excision of the carpals or 
fusion of the wrist, and as yet, there is no gen- 


*Chairman’s Address, Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Thirty-Eighth Annual 
Meeting, St. Louis, Missouri, November 13-16, 1944. 
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erally accepted optimal method of treatment. 
This afternoon we will try to add our experi- 
ences to those already published and to present 
several cases treated by the various methods. 

The function of the normal wrist is to enhance 
the power of grasp and finger motion, with sta- 
bility and freedom from pain. Any treatment 
of the carpal injuries must be evaluated accord- 
ingly. These bones are seven in number plus 
the pisiform which is really a sesamoid in the 
flexor carpi ulnaris tendon. They are arranged 
in two rows like the letter “S’’ lying on its side 
so that each bone articulates with several others 
to provide greater stability.1 The proximal row 
of carpals acts almost like a universal joint be- 
tween the radius and distal carpals. Most of the 
injuries occur in this proximal row and in the 
greater multangular. Because of the many 
articulating surfaces covered with hyaline car- 
tilage there is little or no periosteum and there 
are very few attachments for blood vessel in- 
vasion. This means that carpal injuries are 
without periosteal callus and predisposed to slow 
healing resulting in non-union and circulatory 
changes. 


The semilunar is the keystone of the proximal 
arch and most subject to dislocation. The sca- 
phoid occupies about two-fifths of the radial 
side of the proximal row and together with the 
‘semilunar and triangular forms a socket to 
receive the os magnum and hamatum. The proxi- 
mal row also has a dorsal convex arch with the 
transverse carpal ligament crossing the base like 
a bow-string. All the flexor tendons insert distal 
to the proximal row of carpals with the excep- 
tion of the flexor carpi ulnaris. The distal row 
of carpals are fixed to the metacarpals more 
firmly than to the proximal carpals and should 
‘be considered moving with the metacarpals as 
a single unit.? 

In the mediocarpal articulation we see one unit 
comprised of the os magnum and hamatum fit- 
ting into the socket formed by the scaphoid, 
semilunar and triangular. The second unit com- 


prises the scaphoid which fits into a socket 


formed by the greater and lesser multangular 
and os magnum. The normal wrist has flexion 
and extension of about 90° and radial deviation 
of 30° with ulnar deviation to 40°. The greatest 
amount of mediocarpal motion takes place in 
ulnar or radial deviation in which the long axis 
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of the os magnum changes its relation with the 
semilunar as demonstrated by Snodgrass? This 
deviation diminishes as the wrist is dorsiflexed to 
increase the power of grasp. 

The blood supply to the carpal bones arises 
from nutrient vessels of the ulnar and radial 
arteries. Of particular importance are the ves- 
sels entering the scaphoid, one which enters the 
tuberosity and another entering the body of the 
bore through the dorsal carpal ligament and 
traversing the thin waist of the scaphoid. 

Fractures and dislocations of the carpus com- 
prise between two and three per cent of all in- 
juries as reported by the fracture clinics at 
Massachusetts General, U. S. Naval Hospital,* 
and other large fracture services. Of these in- 
juries about seventy per cent are fractures of the 
carpal scaphoid and about ten per cent frac- 
tures or dislocations of the semilunar with in- 
juries of the other bones correspondingly rare. 

The diagnosis of the type of carpal injury 
rests entirely upon the x-ray examination and 
we feel that no diagnosis of wrist sprain should 
be made until the x-ray definitely rules out a 
fracture. The clinical examination should aid 
in determining what type of wrist films to take. 
If a fracture of the scaphoid is suspected, then 
the hand should be held in extreme ulnar devia- 
tion. Oblique and tangential views may be neces- 
sary to reveal cortical fractures. Occasionally 
a fracttre will not be evident on the first ex- 
amination but will show up after several weeks. 
In one case, a diagnosis of sprain was made when 
the first film was negative but as pain persisted, 
films were made at later intervals and the frac- 
ture finally became evident as decalcification 
brought out the fracture line. It is a good rule 
to make (1) anterior posterior views in ulnar 
deviation, (2) oblique views with the hands in 
mid pronation, (3) true laterals and (4) oblique 
views with the hands in extreme pronation. In 
children it is also necessary to x-ray both wrists 
as the small amount of ossification present 
makes it difficult to determine the true relation- 
ships especially in dislocations. Here the clinical 
examination is perhaps the more important!® 

In discussing the treatment of the injuries we 
must bear in mind the result to be attained: first, 
freedom from pain, as the wrist function will be 
limited if pain is present, regardless of how 
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ia mobile or stable the result. Secondly, the car- 
rying and grasping power of the hand and 
fingers must be preserved. If these functions 
will be improved by relatively limiting wrist 
motion, then the latter must be sacrificed. 
Thirdly, stability of the wrist as this increases 
wrist strength and the power of grasping. 
Fourthly, wrist motion which will improve hand 
function by enabling the hand to be placed in a 
variety of positions. Lastly, a good cosmetic 
result is desirable and one in keeping with the 
patient’s occupation. Loss of supination would 
be a serious handicap to a mechanic but not to 
a bookkeeper or typist. : 


j Fresh fractures of the carpal scaphoid are best 
ee treated by prolonged immobilization in a cir- 
cular plaster cast which includes the base of 
the thumb with the wrist in fifteen degrees 
radial deviation and thirty degrees dorsiflexion.® 
The fingers are not immobilized and early finger 
motion is encouraged. The cast may be changed 
as often as is ‘necessary and one should not 
diagnose a non-union until four months of im- 
mobilization have elapsed. Bohler immobilized 
his cases for six weeks with good results. Halde- 


Fig. 1 
Dislocated scaphoid successfully reduced by closed method. 
Dr. J. O. Morgan, Gadsden, Ala.) 
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man and Soto-Hall had good results in 75 per 
cent of their fresh fractures and more recently, 
Edwin Cave’ reports almost one hundred per 
cent good results with conservative treatment. 
Fractures of the proximal third or of the tubercle 
should heal in every case and only a small per- 
centage of the waist fractures may be expected 
to heal poorly. In only the severely comminuted 
fresh fractures do we consider excision and where 
necessary all the fragments should be excised. 
Cases diagnosed as late as three or. four weeks 
following the injury should also be treated as 
fresh fractures and be given the same period of 
immobilization. If following the removal of the 
cast there is bony union and freedom from pain 
then it is not necessary to employ a cock-up 
splint or wrist support. If weakness or pain is 
present then some type of removable support 
should be used. Some authors do not advocate 
immobilization of the thumb or placing the hand 
in radial deviation but Berlin following a dis- 
section of 60 wrists demonstrated that best ap- 
proximation of the fragments is thus obtained. 
Movement of the thumb will cause motion in 
the fragments through the attachment of the 
abductor pollicis brevis at the 
annular ligament. William Watts 
reported a ten-year follow-up of 
twenty-five fractured scaphoids 
treated conservatively with only 
five cases showing impairment of 
wrist function of ten to thirty-five 
per cent yet only one case showed 
complete bony union. Although 
the others healed by fibrous or 
partial bony union there was no 
permanent disability. This should 
be borne in mind when one is 
tempted to treat a fresh fracture 
surgically. 

Dislocations of the scaphoid are 
rare and closed reductions should 
be attempted. If unsuccessful, 
then excision of the scaphoid is 
probably best although G. B. 
Walker describes a case in which 
the bone was replaced at open 
operation with good results and 
Dr. Morgan has successfully done 
a closed reduction on a case with 
a good result (Fig. 1). 


(Courtesy of 
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In the treatment of non-union of the carpal 
scaphoid the following methods have been ad- 
vocated: immobilization, drilling, bone grafting 
by the dowel or slot method, fixation of the 
fragments to another carpal bone, excision of 
one or more fragments, excision of several proxi- 
mal carpals and lastly, fusion of the wrist. From 
this variety of treatments it is evident that 
none is very satisfactory. Our experience has 
paralleled others. In three cases of drilling none 
showed bony union and one was later excised 
for relief of pain. A case was grafted by the slot 
method and the fracture line was still visible 
one year later. The graft absorbed and the 
patient still has his non-union. In recent years 
we have done more excisions than any other 
procedure, and except for the earliest cases have 
excised both fragments. In several cases asso- 
ciated semilunar injuries necessitated excision of 
the entire proximal row of carpals. We have 
seen a case in which a malunion of the scaphoid 
resulted with about 50 per cent disability and 
the patient refused excision (Fig. 2). We have 
seen several old non-unions with few disabling 
symptoms. In seven cases of non-union, six of 
which were combined with injuries of the semi- 
lunar or midcarpal joint, we have excised from 
one to all of the proximal carpals with resulting 
disability of from 15 to 75 per cent, averaging 
about 40 per cent. To obtain better results the 
surgery should be performed earlier and prefer- 
ably after compensation claims have been settled 
(Figs. 3 and 4). 


It must be remembered that many non-unions 
have reasonably good function and will not 
benefit much from surgery.’ We know of a pro- 
fessional baseball player who is able to grip the 
bat and ball despite his non-union. Another, who 
incurred his scaphoid fracture boxing during the 
first world war has successfully worked as a 
painter all these years. 


Pain and disability, especially stiffness, are the 
chief indications for surgery, and the patient 
should have the benefit of immobilization at 
least to determine whether the pain and dis- 
ability of the hand will improve. If it does not, 
then the post-traumatic fibrositic and arthritic 
changes are probably too far advanced to expect 
a good result surgically. The x-ray should be 
carefully examined for sclerosis of the approxi- 
mating surfaces and cystic changes within the 
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scaphgid; before determining whether a non- 
union is definitely present and whether it is on 
a circulatory basis or due to faulty immobiliza- 


tion. Osteitis of the carpal bone may follow an: 


injury or even minor occupational trauma. If 
prolonged immobilization does not relieve the 
symptoms then excision is advisable. 

The semilunar is most commonly dislocated 
volarwards. Occasionally it may be fractured 
and is often seen to be dislocated in association 
with a fractured scaphoid. The dislocation may 
be of any degree. We have never seen a dorsal 
dislocation of the semilunar. The most serious 
complication is median nerve paralysis from 
pressure of the semilunar and in old unreduced 
cases the paralysis may be permanent. Fresh 
dislocations should be reduced by the closed 
method, if possible, either by traction or manip- 
ulation followed by several weeks immobilization. 


Fig. 2 
. Malunited scaphoid fracture; good clinical result. Treated 
conservatively. 
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If closed reduction is not success- 
ful then operative replacement 
may be attempted although we 
have had no success with this pro- 
cedure. We prefer to excise the 
bone. This, of course, holds true 
for old dislocations as well. Par- 
ticular attention must be paid to 
median nerve involvement as we 
have seen recently a case having 
good wrist function but still hav- 
ing poor finger function. At op- 
eration the median nerve was 
stretched over the dislocated semi- 
lunar and had been that way sev- 
eral weeks aggravated by an un- 
successful manipulation (Fig. 5). 
We have also had occasion to 
diagnose a dislocated semilunar in 
a child, largely on clinical find- 
ings and by comparing the x-rays 
of the normal and injured wrist. 
The bone was removed with an 
Pre- and postoperative x-rays of fractured scaphoid and dislocated semilunar excellent result and we are able 
treated by carision of proximal row of carpals. to present the films made eighteen 
years after the operation showing 
normal growth and development 
of the wrist. 


A small percentage of these in- 
juries will result in Kienback’s 
disease and if immobilization fails 
to revascularize the bone then the 
consensus of opinion according to 
Roth, Edwin Cave, Moats, Wilkie 
and Harding, is to excise the semi- 
lunar and most of these results are 
good. These facts may be an addi- 
tional argument in favor of excis- 
ing rather than replacing the semi- 
lunar. A case in which post- 
traumatic necrosis required ex- 
cision resulted in only ten per cent 
disability. However, in a case of 
a fractured semilunar excised one 
year after the injury the patient 
has only fifteen per cent of normal 
wrist motion. Undoubtedly the 
soft tissue changes are important 
as regards the final disability. 


Fig. 4 We have seen several cases of 
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Fig. 5 
Pre- and postoperative x-rays of old dislocated semilunar treated by excision. 


with injuries to the scaphoid or 
semilunar. Where a closed reduc- 
tion was unsuccessful it was nec- 
essary to excise the proximal car- 
pals to re-establish function of the 
fingers. We have seen a carpo- 
metacarpal dislocation which is 
extremely rare because this is the 
most stable of all the carpal 
joints. It was successfully re- 
duced by operation with a good 
result (Fig. 6). 

Injuries of the other carpal 
bones are extremely infrequent ex- 
cept for the greater multangular, 
of which about twenty cases are 
reported in the literature. Greene 
and Miller reported four cases of 
fractures of the trapezium and os 
magnum treated conservatively. If 

- there is severe comminution the 
bone is best excised. Petersen re- 
ports a fracture dislocation of the 
lesser multangular. Excision re- 


sulted in normal wrist motion with Carpometacarpal dislocation; open reduction. 
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only 75 per cent of normal radial deviation and 
weakness of the thumb. 

Traumatic malacia or rarefying osteitis may 
affect any or all of the carpal bones. Brainard 
reports a case of repeated minor occupational 
trauma resulting in malacia of all the bones with 
a swollen painful wrist and limited motion. 
X-ray shows a loss of the normal contour with 
osteoporosis and cystic changes. Immobilization 
resulted in complete recovery. Prey and Foster 


advocate peri-arterial sympathectomy as 


superior to immobilization. We have seen a case 
of cystic changes in the scaphoid, and one of 
similar changes in the semilunar, respond to 
immobilization with good results. 


SUMMARY 

In conclusion we should like to re-emphasize 
the following points: 

(1) Wrist sprain should not be diagnosed until 
the x-rays are negative. 

(2) If pain persists, films should be made at 
intervals even though the original film .was 
negative. 


(3) In fractures of the lower end of the 


_ radius or ulna, look for associated carpal injuries. 


(4) Conservative treatment of fresh fractures 
of the scaphoid and closed reduction of dislocated 
semilunars is the treatment of choice. 


(5) Conservative treatment is advisable in 
non-unions of the scaphoid if there is reasonably 
good wrist function. 


(6) Excision of one or more carpals is advo- 
cated in the treatment of comminuted fractures, 
dislocations of the semilunar or mediocarpal 
joint, if conservative therapy fails. 
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PENICILLIN AS AN ADJUNCT TO 
SURGERY IN THE TREATMENT 
OF BRAIN ABSCESS* 


A REPORT OF SIX CASES 


By Leonarp T. Furtow, M.D.t 
St. Louis, Missouri 


Since the Oxford’ workers’ announcement on 
the properties of penicillin in 1940, clinical trials 
for various types of infection have been carried 
out as rapidly as sufficient quantities of the 
agent became available. An extensive literature 
on the subject has been built up but it is so 
recent that no attempt will be made to review it 
here, since this paper deals only with its use in 
a group of six brain abscesses treated at the 
United States Naval Hospital, San Diego, Cali- 
fornia, within a period of eight months. There 
is no purpose, either, in an extensive review of 
the literature on the subject of brain abscess. 
Suffice it to say that, since the early days of 
neurosurgery, no unanimity of opinion has ex- 
isted as to the best method of treatment. No 
new method is proposed in this paper but merely 
a reasonable proof that in penicillin we have an 
agent which is a valuable adjunct to surgery but 
which is not in any sense a substitute for sur- 
gery once a brain abscess becomes established. 
This latter statement is well illustrated in Case 
1, our first experience with the use of the agent 


in a brain abscess. 


Case 1—B.P.W., a 24-year-old S 2/C, was admitted 
to the hospital on January 5, 1944, with scarlet fever, 
having the cardinal symptoms of skin rash, throat in- 
fection and fever. He was placed on sulfa therapy and 
by January 8 his temperature was normal. His condi- 
tion was satisfactory until January 14, when his tem- 
perature went up to 102.5° and he complained of severe 
headache. Treatment was instituted for an acute left 
frontal sinusitis but he continued to have pain and on 
January 17 had a generalized convulsion. Sulfa therapy 
was continued and on January 22 a left external 
frontal sinusotomy was performed, culture of the pus 
showing hemolytic streptococcus and hemolytic staphy- 


*Read in Section on Neurology and Psychiatry, Southern 
Medical Association, Thirty-Eighth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1944. C 

*The opinions and views set forth in this article are those of 
the author and are not to be construed as reflecting those of 
the Navy Department. 

+Commander, Medical Corps, (V)S, USNR, United States Naval 
Hospital, San Diego, California. 
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lococcus. On the day of operation, penicillin was started 
in daily dosage of 80,000 units, 10,000 being given in- 
tramuscularly every three hours. Although there was 
continued drainage from the sinus wound and septic 
fever, his condition seemed clinically improved until 
January 27, when the supply of penicillin was tem- 
porarily exhausted. 

On February 1, he was mentally confused, drowsy, 
and examination showed the abdominal reflexes to be 
absent on the right side. 

On February 6, he was transferred to the department 
of neurosurgery. Examination revealed an early aphasia, 
manifested chiefly as a difficulty in naming a series of 
common objects; beginning papilledema of both eyes; 
right Hoffman sign and absent right abdominal reflexes. 

He was put on penicillin for the second time, 100,000 
units being given daily in divided doses intramuscularly, 
but his condition showed no improvement except for 
reduction in temperature and improvement in blood 
- picture. On February 10, he was stuporous, so through 
a clean field the left frontal lobe was explored with a 
needle, but no abscess found. The frontal sinus wound 
was then enlarged and reopened and the necrotic and 
sequestrated posterior wall was removed, disclosing pus 
coming through a tract in the dura. Exploration at this 
point revealed an abscess containing hemolytic strep- 
tococci on the undersurface of the left frontal lobe, so 
drainage was established. However, he did not show 
any evidence of improvement and died 16 hours later. 

Autopsy revealed a second absces:, entirely separate 
from the frontal lob2 abscess, being superficial in the 
left parieto-occipital area. This abscess also contained 
hemolytic streptococci. 


This, our first experience, proved that peni- 
cillin was not a substitute for surgery, but could 
only be an effective adjunct when surgical 
drainage of encapsulated pus was provided. The 
total penicillin dosage- of 900,000 units, ad- 
ministered in divided series because of an early 
inadequate supply,, was based more on the 
availability of the agent than on sound clinical 
grounds, but it did apparently influence the 
signs of general infection as manifest by a drop 
in fever and improved blood picture, but the 
signs of increased intracranial pressure was un- 
abated. The surgical management of this case 
might be criticised in that ventriculographic 
studies were not made, but the patient’s con- 
dition was so poor that it seemed unwise to sub- 
ject him to any procedure not absolutely in- 
dicated. It seems quite likely from the wide 
zone separating the two abscesses that the one 
in the parieto-occipital area was due to a blood- 
Stream infection rather than te direct extension. 

Most neurosurgeons are agreed that any sur- 
gery directed at a brain abscess during the acute 
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stage of spreading encephalitis is unwise and - 
usually productive of disastrous results. One 
is then forced to go through a stage of watchful 
waiting in the hope that nature will erect a 
protective barrier around the abscess, produce a 
capsule, so that successful drainage may be 
instituted. It is well known that many brain 
abscesses never localize; that death from a 
spreading encephalitis supervenes; but prior to 
the advent of chemotherapeutic agents little 
could be done to avoid such a result, experience 
having shown that in the large majority of cases 
surgery prior to encapsulation is futile. The 
results in this next case would indicate that peni- 
cillin under these circumstances may be a very 
effective agent in maintaining localization and 
preventing the rapid spread of infection. 


Case 2—F.B., a 34-year-old boy, was admitted to 
the United States Naval Hospital (Dependent Section) 
on January 9, 1944, in an unconscious state. 


On January 8 the child stumbled and fell, strik- 
ing his forehead on a rock. He lay where he had 
fallen for an undetermined period of time until found 
by his parents who took him to their family physician. 
There was a jagged laceration across the right side of 
the forehead, but active bleeding had stopped, so the 
laceration was closed with skin clips. Since the child 
had regained consciousness and showed no signs of shock 
he was taken home. During the night he became rest- 
less, then stuporous and his temperature rose steadily. 
When brought into the hospital he was unconscious. 


Examination revealed the closed laceration extending 
from the outer edge of the right eyebrow transversely 
across the forehead in an upward direction for a dis- 
tance of 8 cm. The tissues around were swollen and 
the swelling pulsated. There were no signs of focal 
brain damage but the neck was very stiff and the Kernig 
was positive bilaterally. Temperature was 106° F., 
rectally, pulse rate 145. 

The skin clips were removed and immediately a large 
quantity of old blood, necrotic brain tissue and bubbles 
of gas were evacuated. Culture of this material showed 
gram negative bacilli, gram positive diplobacilli and 
streptococci in large numbers. 

The red blood count was 3,280,000 with 76 per cent 
hemoglobin, and white count 17,450, with 88 per cent 
segmented forms, 2 bands, 8 lymphocytes and 2 mon- 
ocytes. The urine was negative as was the Kahn. 

It was felt that the child had a spreading encepha- 
litic infection with probable meningitis, but spinal fluid 
examination was not made because of the possibility 
of increasing the spread of infection by removal of 
fluid from below. 

The wound was left open for drainage, and the child 
was put on penicillin, 100,000 units daily, given intra- 
muscularly in divided doses at three-hour intervals. He 
was also given | 1500 units of tetanus antitoxin and 


7 
. 
= 
| 
j 
i 
! 
; 
= 


314 SOUTHERN MEDICAL JOURNAL May 1945 


* 2000 units each of perfringens and Vibrion septique 


antitoxin intramuscularly. 

On January 11, his rectal temperature was 102° but 
he had regained consciousness and was taking fluids 
by mouth. The wound drained freely. The stiff neck 
persisted until January 14. X-ray of the skull made on 
January 12 (Fig. 1) showed a comminuted, depressed 
fracture of the right frontal bone involving the right 
frontal sinus. The bone fragments were indriven to a 
depth of about 1.5 cm. 

By January 17 all clinical evidence of meningitis had 
disappeared, the wound was draining well and the 
patient’s general condition was excellent, so the penicillin 
was discontinued. A total of 800,000 units had been 
given. 

Drainage from the wound continued and small pieces 
of sequestrum were removed from day to day. By Janu- 


Fig. 1, Case 2 


Fig. 2, Case 2 
X-ray after removal of the depressed bone fragments. 


ary 24 it became obvious that the pus was coming 
from beneath the large indriven bone fragment which 
was tightly wedged in place, so craniotomy was decided 
upon. 

On January 26 the original laceration was slightly 
extended and pus and necrotic brain tissue was re- 
moved, exposing the indriven fragment. The bone open- 
ing was enlarged and this fragment was lifted out 
exposing a tear in the dura about 2 cm. in length 
and, through this tear, pus was oozing. Cultures of 
this pus revealed hemolytic Staphylococcus aureus and 
diphtheroid bacilli in large numbers. With the electric 
knife the opening into the abscess was enlarged and the 
cavity packed open with iodoform gauze. The super- 
ficial wound was Ioosely packed open after removal of 
all bone frgaments (Fig. 2). 


A white blood count done on the morning of opera- 
tion was 18,100 with 59 segmented forms, 23 bands, 
1 juvenile and 17 lymphocytes. Two days later it was 
7,100 with a normal differential. 


Penicillin was immediately started after operation in 
the same dosage as before: 100,000 units intramuscularly 
daily. This was continued until February 5 at which 
time the temperature was normal, all drains were out 
and the wound was filled with healthy granulation tissue. 
A total of 1,100,000 units had been used in the second 
series, making a total of 1,900,000 units altogether. 


Convalescence was rapid and uneventful and by Feb- 
ruary 26 the wound was completely epithelized. The 
fundi were normal, neurological examination was nega- 
tive and x-ray showed that all bone fragments had been 
removed, so the child was discharged. Cranioplasty with 
a tantalum plate (Fig. 3) was done on October 9. The 
child has remained symptom-free. ; 


It is difficult to evaluate such a situation, for 
one never knows how to prophesy as to the 
course of infections. This child had all the signs 


3 Fig. 3, Case 2 
The skull defect has been repaired with a tantalum plate. 


~ 
3 There is a comminuted, depressed fracture of the right 
frontal bone. 
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of a rapidly developing virulent infection of a 
mixed type. The emergency treatment was in- 
adequate in that a compound depressed skull 
fracture with brain damage was considered to 
be a simple scalp laceration and treated as such, 
whereas careful examination would have shown 
that the immediate indicated therapy was radi- 
cal debridement. The clinical signs of menin- 
gitis responded well to penicillin, although no 
actual proof that meningitis existed is at hand. 
The failure to do spinal punctures is open to 
criticism, but to me there seemed to be a real 
danger, and my scientific curiosity was thwarted 
by clinical judgment. In any event, a rapidly 
spreading infection was maintained in a local 
area and, as soon as adequate drainage of en- 
capsulated’ pus was provided, recovery was 
prompt and gratifying and, in my opinion, 
penicillin was a definite aid in avoiding the 
spread of infection. 

The third case represents for me a triumph, 
for it is my first successful effort in the treat- 
ment of brain abscesses secondary to pulmonary 
disease. Having had the valuable experience of 
being in contact with the Chest Service of Dr. 
Evarts A. Graham, I have seen a relatively large 
number of such patients and, since the only 
recovery observed by me has been in this 
patient on whom penicillin was used, I am in- 
clined to give it all the credit. 


Case 3—C.M.R., Corporal, U.S.M.C.R., age 19, was 
admitted to the United States Naval Hospital, San 
Diego, California, on January 27, 1944, complaining of 
headache and double vision. 

The patient had been in the hospital from December 
8, 1943, until December 27, 1943, with pneumonia in- 
volving the right lower lobe. There was some pleural 
effusion and thickening of the pleura, but under sul- 
fadiazine therapy he made a complete recovery and was 
returned to duty. 

On or about January 15, 1944, he began to have 
severe headaches and was admitted to his local sick 
bay. From time to time he had episodes of vomiting, 
and about two days before admission developed 
diplopia. The day before admission he complained of 
increased headache, stiff neck and a feeling of weakness 
and numbness of the right side of his body. 

Upon admission, the general physical examination was 
normal. Temperature was not elevated, pulse rate was 66 
and there were no residual chest findings, either on 
clinical or x-ray examination. 

’ Neurological examination showed a dull, apathetic 
man with bilateral choking of the discs of moderate 
degree but no hemorrhages, weakness of both lateral 
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recti, the left being more affected than the right, a 
stiff neck and increased deep reflexes on the right side 
but no Babinski. 


Spinal puncture showed normal pressure, and clear 
fluid, with 15 lymphocytes. X-rays of the skull were 
negative, the red blood count was normal and there 
were 16,200 white cells with 76 segmented, 3 bands, 18 
lymphocytes and 3 monocytes. 

On January 31 his condition had become worse. He 
was more stuporous and there were flame-shaped 
hemorrhages around both optic discs, so surgery was 
decided upon. It was felt that the most likely possi- 
bility was brain abscess, either single or multiple, sec- 
ondary to the previous pneumonia and pleurisy. In 
order to localize the lesions, ventriculography was 
started on February 1 but when the opening was 
made, in the left posterior parietal region, the cortex 
looked yellowish and when a needle was inserted a few 
drops of thick, creamy pus were evacuated. By aspira- 
tion a total of 20 c. c. was removed but it was so thick 
that it came through the needle with difficulty. Cul- 
tures of this pus showed a heavy growth of hemolytic 
Staphylococcus aureus. 

Only aspiration was carried out and the wound was 
closed. He was immediately started on sodium sul- 
fadiazine intravenously, sufficiently large doses being 
given to obtain a blood level of 13 mg. per cent. On 
February 3 he was conscious and rational, but his 
choked discs continued to progress and fresh hem- 
orrhages were noted. Short periods of stupor were 
present from time to time and on the morning of Feb- 
ruary 7, he suddenly became comatose and had respira- 
tory difficulty, so immediate operation was done. The 
wound was reopened, a thin-walled abscess ruptured 
and about 10 c. c. of pus was evacuated. On inspecting 
the field, a second abscess was found, so this capsule 
was opened with the electric knife, the pus sucked out 
and the wound packed open with iodoform gauze. It 
was felt that there were probably other abscesses but 
his condition was too poor to permit ventriculography. 

He was given 100,000 units of penicillin intravenously 
upon return to the ward and the following day he 
received 135,000 units in divided doses. On February 9, 
intramuscular injections were begun in divided doses, 
100,000 units being given daily until February 14, 
when it was discontinued because of marked improve- 
ment in his condition. 


The -day after operation ge was alert and rational 
and took food and fluids well. The wound healed 
quickly and by February 24, he was up and around 
the ward, His choked discs rapidly subsided and the 
left sixth nerve paralysis improved, the right having 
cleared up by February 15. He continued symptom- 
free except for the left sixth nerve paresis until March 
24 when he complained of severe headache, had a 
chill and his‘ temperature rose to 103°. Spinal punc- 
ture showed milky fluid with 16,000 cells, 84 per cent 
segmented. The pressure was 480 mm. HO but cultures 
showed no growth. 

Penicillin therapy was instituted at once, 100,000 
units daily intramuscularly. Daily spinal punctures 
showed a progressive drop in cell count and there was 
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a rapid subsidence of fever. After 7 days the peni- 
cillin was discontinued sinc: all symptoms had dis- 
appeared. A, few days later, in order to be sure that 
no residual abscess was prezent, pneumoencephalography 
was performed with negative findings. He was kept 
under observation until June 14 when he was returned 
to duty. His diplopia had cleared up and the neurological 
examination was entirely normal. He has remained well, 
having been seen and examined recently. 


Because of the limited supply of penicillin, 
adequate trial was given to sulfa in this instance, 
a blood level of 13 mg. being maintained for 
seven days with no effect on the course of the 
disease. The improvement following the original 
aspiration was very temporary and was due to 
relief of pressure rather than to sulfa, as sub- 
sequent events proved. Again, it is difficult to 
determine, except by clinical judgment, the exact 
role played by penicillin, but the rapid improve- 
ment in the blood picture and in his general 
condition following its administration was strik- 
ingly different from the effect of sulfa. Another 
interesting incident was the episode of meningeal 
irritation coming more than two months after the 
onset of infection and one month after the dis- 
appearance of clinical signs of. brain abscess. 
Although the spinal fluid cultures showed no 
growth, the presence of 16,000 cells was evidence 
of a real inflammatory process, and the possi- 
bility of the rupture of a small abscess into the 
subarachnoid space seems likely. At this time 
penicillin was purposely given by intramuscular 
injection rather than intrathecally and, while 
one cannot deny the possibility that the infec- 
tion m‘ght have subsided spontaneously, it is 
equally impossible to deny the possibility that 
penicillin was a factor in its control. In any 
event, this patient, who had at least two brain 
abscesses secondary to chest pathology, has 
recovered and remains well. 


The next patient ifustrates two interesting 
points: the lack of speech disturbance in a left 
temporal lobe lesion in a congenitally left 
handed individual, and the greater effectiveness 
of penicillin as compared with sulfa. 


Case 4.—C.W.P., a 20-year-old congenitally left 
handed private, U.S.M.C.R., was admitted to the ear, 
nose, throat service of the hospital on January 27, 1944, 
because of left otitis media. His symptoms began three 
months before entry when he had an upper respiratory 
infection, and for three months there, had been drainage 
from the left ear, decreasing hearing and pain. There 
was clinical and x-ray evidence of mastoiditis so, when 
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he failed to respond to conservative measure:, a simple 
mastoidectomy was done on February 23. His con- 
dition was satisfactory until March 10, when his tem- 
perature rose to 103° F. and the mastoid wound began 
to drain profusely. His temperature was normal by 
March 15, but the purulent drainage continued and 
on March 22, he had a generalized convulsion. I saw 
him shortly after the convulsion and examination re- 
vealed an incomplete peripheral facial, left, with right 
Hoffman and Oppenheim. He was rational and alert, 
had no speech disturbance, and fundi and gross fields 
were normal. It was felt that more adequate mastoid 
drainage should be provided so on the following day 
the mastoid wound was reopened and an extradural 
abscess drained; unfortunately, no cultures of the pus 
were taken. Penicillin was begun at once, 80,000 units 
being given daily in divided intramuscular dosage of 
10,000 units every three hours. This therapy was con- 
tinued for four days when the available supply became 
exhausted. On March 27 when penicillin was discon- 
tinued, sulfa therapy was begun in adequate dosage, but 
within 48 hours he again began vomiting and had 
another convulsion. He grew progressively worse, de- 
veloping headache, increasing vomiting and stiff neck, 
and on March 31, spinal puncture showed increased 
pressure, 330 cells, 65 per cent segmented forms, with 
negative culture. 

On April 1 he was unconscious, so through a clean 
field an opening was made and the left temporal lobe 
explored with a needle. At a depth of 1 cm., 30 
c. c. of thick pus was aspirated, smear showing or- 
ganisms resembling staphylococci, but on culture there 
was no growth. Immediately after operation penicillin 
therapy was begun, 80,000 units being given intra- 
muscularly daily in divided doses. Improvement was 
so rapid that by April 7, all symptoms had subsided 
and treatment was stopped. He was kept under obser- 
vation until July 15, when he was returned to duty 
entirely normal except for marked reduction of hearing 
in the left ear. 


Here again we see improvement in symptoms 
when penicillin was used but recurrence of 
symptoms when, because of inadequate supply, 
sulfa therapy had to be substituted. However, 
it was only after aspiration of the abscess that 
cure was finally effected, and this again proves 
that indicated drainage must be carried out 
when encapsulated pus is present. 

The last two cases are similar in many re- 
spects, and both show that in certain instances 
penicillin is superior to sulfa. 


Case 5—R.G.R., an 18-year-old right handed private, 
U.S.M.C.R., was admitted to the contagious service on 
February 19, 1944, in an irrational state. He was 
vomiting at frequent intervals, had fever, stiff neck and 
a bilaterally positive Kernig sign. No histery was im- 
mediately available. Spinal puncture showed 300 cells, 
85 per cent segmented forms, so intravenous sodium 
sulfadiazine therapy was immediately instituted in ade- 
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quate amounts. His condition remained stationary ex- 
cept for a short period of rationality on February 22 
when he gave a history of an attack of left otitis 
media several weeks previously. Although repeated 
spinal punctures showed no growth, the cell count re- 
mained elevated and, while there was no clinical evi- 
dence of otitis media, x-ray revealed clouding of the 
left mastoid, so on February 27 a simple left mastoid- 
ectomy was performed. 


Because of the continuance of neurological symptoms, 
I saw him in consultation on March 6. At that time 
he showed marked aphasic disturbance with persever- 
ation and inability to name objects or obey com- 
mands, right facial weakness, central type, absent right 
abdominal reflexes and bilateral Babinski. The fundi 
showed early papilledema, but he could not cooperate 
for perimetric tests. On March 8 he was transferred 
to the neurosurgical department and, in addition to the 
findings noted above, there seemed to be an incomplete 
right homonymous hemianopsia. 


His temperature was elevated and white count was 
19,000 so he was put on penicillin, 100,000 units beinz 
given intramuscularly in divided doses daily. By March 
13 his temperature was normal, white count was 8,500 
and his speech was improved, but he was much con- 
cerned over his inability to remember words or events. 
On March 15 he vomited and again became drowsy, so 
immediate operation was performed. At a depth of 3 
cm. in the left temporal lobe an abscess was entered and 
60 c. c. of pus aspirated. Culture showed non-hemolytic 
streptococcus. : 


Penicillin was continued until March 22 when all 
symptoms had subsided. A total of 1,500,000 units had 
been given. He has remained well, having been returned 
to duty on June 20. 


Case 6—B.V.H., a 36-year-old right handed S 2/C, 
was admitted to the ear-nose-throat service on April 6, 
1944, in a confused and irrational state. Ten days be- 
fore, he had developed an acute upper respiratory in- 
fection with left otitis media and had been treated at 
his local sick bay with sulfa drugs. Four days prior to 
entry the left ear drum ruptured spontaneously and the 
night prior to admission he had become delirious. His 
temperature was 102°, puls2 84, the left ear was drain- 
ing and he had a stiff neck and positive Kernig. Spinal 
puncture showed clear fluid, pressure 310 and only 8 
cells. Mastoid x-rays revealed clouding on the left side. 


I saw him on April 7. At that time he was 
markedly aphasic, being unable to comprehend simple 
commands and speaking in a garbled and meaningless 
manner. The right abdominal reflexes were absent and 
the Babinski sign was positive on the right. Immediate 
mastoid drainage and penicillin therapy was advised. 
An extradural abscess was encountered, so the wound 
was packed open for drainage. Penicillin was given in- 
tramuscularly in divided doses, 75,000 units daily, with 
rapid improvement in his general condition in that his 
headache subsided and his temperature and blood picture 
became normal. However, his aphasia persisted so on 
April 15 through a small bone opening, the left tem- 
poral lobe was exp!ored for an abscess but none was 
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found. Penicillin was discontinued on April 16 and his 
conditioned remained stationary until May 6 when his 
headache recurred and he developed a right facial weak- 
ness, central in type. Penicillin therapy was immediately 
resumed and on May 8 air studies revealed a left tem- 
poral lobe lesion. On May 9 he was given 100,000 units 
of penicillin intravenously and twenty minutes later 65 
c. c. of pus was aspirated from the left temporal lobe. 
Culture showed non-hemolytic streptococcus. 


There was rapid improvement in his condition follow- 
ing this procedure. He was given 80,000 units of peni- 
cillin intramuscularly daily until May 18 when the dose 
was reduced to 50,000 units. Therapy was discontinued 
on May 21. His recovery was rapid and he was dis- 
charged on August 23 after encephalography had shown 
no evidence of residual disease. 


The last two cases illustrate well the superi- 
ority of penicillin over sulfa since both agents 
were used, the former in amounts usually found 
adequate. Both also emphasize well the fact 
that although the general signs of sepsis rapidly 
subsided under treatment, the neurological 
manifestations remained until the abscess was 
evacuated. 


The survey of this group of cases reveals 
some interesting points (Table 1). The eti- 
ological agents are varied: One the results of 
scarlet fever and frontal sinusitis, one due to a 
compound depressed skull fracture, one being a 
complication of pneumonia and pleurisy, and 
three being the result of extension of infection 
from otitis media and mastoiditis. The neuro- 
logical manifestations were those usually seen 
with lesions similarly located, and the lack of 
aphasia in a congenitally left handed individual 
with a left temporal lobe abscess, as compared 
to the marked aphasia seen in two right handed 
persons with similar lesions, was most striking. 
Cultures of pus from the abscesses were positive 
in five patients, negative in one, with strep- 
tococci being the prime offender in three cases, 
staphylococci in two. In five patients, peni- 
cillin was used only after sulfa had failed to 
bring about improvement, and in four of these 
patients there was definite evidence that peni- 
cillin was much more effective. In no instance 
were there toxic symptoms due to the use of 
penicillin. The patient who died had two ab- 
scesses, one of which was not treated surgically. 
This is merely added proof for a fact which must 
be recognized, namely: there is as yet no sub- 
stitute for necessary surgery and, while penicillin 
may be an agent which will combat and aid in 
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the localization of infection, an established brain 
abscess requires surgical drainage. The method 
of drainage must be, in my opinion, as adequate 
as is necessary and governed by circumstances. 
In this group, open drainage with iodoform 
gauze wicks was used in three and simple aspira- 
tion in three, and it may be that penicillin will 
prove to be an agent which will permit simpler 
drainage, such as a single aspiration, to’ give 
a higher percentage of cures. 

It must be recognized that this is purely a 
clinical report, for while there is now a well 
established penicillin laboratory in the U. S. 
Naval Hospital, San Diego, it was not available 
during the early stages of the cases reported. In 
Case 6 an attempt was made to determine the 
amounts of penicillin in the aspirated pus and in 
a blood sample drawn simultaneously, 100,000 
units of the agent having been given intra- 
venously fifteen minutes previously, but the re- 
sults were wholly inconclusive. However, from 
the clinical standpoint, one is justified in the 
statement that intramuscular injections of peni- 
cillin are effective, and while its use locally by 
injection into the abscess may be, in certain 
cases, indicated, in these cases it did not seem 
advisable. Neither was it necessary in Case 3 
during the episode of meningeal signs, to inject 
penicillin intrathecally, for while it was shown 
in the work of Rammelkamp and Keefer? * that 
in normal persons little or no penicillin was 
found in the spinal fluid after intravenous or 
intramuscular injection, it now seems certain 
that in active inflammatory disease of the 
meninges detectable amounts may be recovered. 
At the present time the practice of intrathecal 
administration in the treatment of meningitis 
has been almost entirely discontinued at our 
hospital and estimates made on the spinal fluid 
of meningitis patients receiving intramuscular 
injections consistently reveal the presence of 
the agent.* 

SUMMARY 

(1) Six cases of brain abscess treated with 
penicillin and surgical drainage are reported. 

(2) Five cases were treated with sulfa, and in 
four of these penicillin seemed more effective. 

(3) There were five recoveries. 


(4) The fatal case had two abscesses, only 
one of which was drained. 
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(5) Although there is clinical evidence that 
penicillin may be effective in maintaining locali- 
zation of infection in brain tissue, once an ab- 
scess forms surgical drainage is indicated. 
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4. Personal Communication from Head of Section on Veaiagees 


Disease, U. S. Naval Hospital, San Diego, Calif 


DISCUSSION (Abstract) 


Dr. James Greenwood, Jr., Houston, Tex.—I would 
like to ask Dr. Furlow if he has had any ex- 
perience with subdural abscesses with penicillin. I have 
had one recovery and as all of you know the mortality 
rate is very high. Also with regard to dosage. The 
quantity of penicillin which we have been able to obtain 
for civilian use has been so small that our dosage has 
had to be reduced. I was astounded by a case that did 
beautifully for a week or ten days. We had given no 
large doses such as he mentioned, our largest being 
around 30,000 to 50,000 units in twenty-four hours. 
This particular subdural abscess, which had originated 
in the neck, again relapsed, and after one dose in- 
travenously of 100,000 units the temperature dropped 
to normal and the patient went on to an uneventful 
recovery. What dose would you recommend in the 
early stage and then how long would you keep it up 
and what dose through the course of the abscess? 


Dr. Furlow—We started out using penicillin com- 
pletely blindly. We did not know what the dose was. 
Recently we have used the dosage of 75,000 units 
routinely. That is the total daily dosage given in five 
injections of 15,000 units each, intramuscularly. That 
seems to be effective. The continuance of treatment in 
our experience is based purely on clinical grounds, on 
the condition of the patient plus the blood picture. 
I did not read you a lot of laboratory data which is in 
the manuscript but the striking response in the fall of 
the white blood count and the shift back to normal in 
the differential count is amazing in these patients and 
it happens very quickly. In this second case, for ex- 
ample, in two days the white count had dropped from 
16,000 to 7,000 and the differential showed a shift 
completely back to normal. We have no hard and fast 
rules at all. . 

Just like you, we were suntty handicapped in the 
beginning by the small amount of penicillin that was 
available, because we had a quota which was for the 
entire hospital and each case was decided on _ its 
individual merits. Now we are getting a fairly adequate 
supply, but we can use it only when other measures fail. 
However, the supply is much greater now than it was 
back in January, February and March. 


| 


320 


Dr. Cleve C. Nash, Dallas, Tex.—I should like to 
ask Dr. Furlow if he has had any experience with 
abscess due to actinomycosis. I recently had experience 
with an abscess due to actinomycosis of unknown origin. 
We were unable to find the focal point of infection. 
Large doses of penicillin were used, but the real diag- 
nosis was not made until sections of the wall of the 
abscess came through, when typical ray fungi were seen. 
The patient recovered. 


Dr. Furlow.—I have had no experience with its use 
in actinomycotic abscesses. 


Dr. Ernest Sachs, St. Louis, Mo—1I should like to ask 
Dr. Furlow whether he has seen any evidence of 
masking of symptoms due to the use of penicillin. With 
chemotherapy I have seen cases in which I felt that 
the symptoms were masked. 


Dr. Furlow.—lIf you go by the patient’s general sense 
of well-being you may be misled for frequently they 
do feel much better. However in these cases, from the 
fundi and the neurological examination, we found that 
in spite of the fact that for a few days they seemed to 
feel better, there was actual progression in neurological 
findings until the abscess was drained. 


Dr. Sachs—You say that you have tried it in the 
abscess cavity without any effect? 


Dr. Furlow—No, you misunderstood me. I said 
that while in many instances that might be a good 
thing to do, it had not been at all necessary in the 
cases that we have had, so we have not used it locally. 
You have, I know. 


Dr. Sachs —Unless we gave it intramuscularly, it ap- 
parently did no good. Administering it into the abscess 
cavity I have the impression is of no value. 


Dr. H. V. Thomas, Clarksburg, West Va—I should 
like to ask Dr. Furlow what his experience is relative 
to those cases which come to surgery and have had 
penicillin before and after surgery. It has been our 
experience that those individuals who have had the 
administration have a much easier reaction, withstand 
their surgery much better, and the convalescence is 
much shorter. 


Dr. Furlow—That is absolutely true. I think we 
made a mistake in some of these patients not to give 
it for at least twenty-four to forty-eight hours prior to 
operation, but in some cascs operation was necessary 
when penicillin was not available. In such instances 
one must go ahead and operate and then give it as 
soon as possible after operation. The limited supply is 
the reason why five out. of six of these -patients had 
sulfa. We had not enough penicillin to go around at 
times, but certainly the administration of penicillin 
shortens the convalescence, and there is a striking dif- 
ference in the comfort and lack of disturbing symptoms 
when penicillin is used. 


Dr. Gilbert C. Anderson, New Orleans, La—I should 
like to ask Dr. Furlow if he has had any experience 
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with cases in which penicillin seemed to fail, after 
which he had satisfactory results from sulfa. He men- 
tioned at least one case in his report in which he had 
achieved what was apparently a satisfactory blood level 
with the sulfa drug, the patient did not seem to 
improve, but later improved with penicillin. I was 
wondering whether he had seen the reverse situation 
occur. I have recently seen a case which, as nearly as 
we could determine, became penicillin-fast, if there is 
such a thing, because in spite of repeated large doses, 
the patient simply remained on a level and did not 
improve. Eventually the penicillin was discontinued 
and the patient was put on sulfa and recovered. We 
do not know whether he would have gotten well 
anyway. 


Dr. Furlow.—In only one case have we used peni-' 
cillin without previous trial with sulfa. 


THE CLINICAL USE OF PENICILLIN 
IN DERMATOLOGY* 


By Wo. J. Morcrnson, M.D.* 
Springfield, Illinois 


When it became evident that the antibiotic 
mold, Penicillium notatum, was producing a new 
era in medicine, two pilot units for penicillin 
therapy were established by the United States 
Army. The first unit was opened at Bushnell 
General Hospital, Brigham City, Utah, on April 
1, 1943. This paper summarizes the factual ob- 
servations made on 102 dermatological condi- 
tions treated with penicillin at Bushnell General 
Hospital (Table 1). A similar survey on 75 cases 
was reported by Roxburgh, Christie and Rox- 
burgh in the British Medical Journal, April 15, 
1944. 


I. THERAPEUTIC INDICATIONS 


Definite criteria for determining before treat- 
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(2) Disezs2 entities 22 
(3) Times entities encountered 102 


Table 1 


*Read in Section on Dermatology and Syphilology, Southern 
Medical Association, Thirty-Eighth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1944. 

*From Section on Dermatology, 
Brigham City, Utah. 

+Captain, Medicai Corps, Army of the United States, Bushnell 
General Hospital, Brigham City, Utah. 
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ment when penicillin will be effective are not 
available. An analysis of our dermatologic series 
shows that information indicating which groups 
will respond to penicillin can be obtained only 
by considering several factors: (1) the etiologi- 
cal agent, (2) the site and character of the 
infection and (3) the disease entity. Intelligent 
use of penicillin requires, when possible, careful 
bacteriologic study of each lesion. Vincent’s 
spirila and fusiform bacilli, hemolytic and non- 
hemolytic Staphylococcus aureus, actinomycetes 
and the virus of lymphopathia veneria are sus- 
ceptible; alpha and beta hemolytic and non- 
hemolytic streptococci are occasionally responsive 
and coccidioides and Leishmania donovani are 
unresponsive (Table 2). 

Ordinarily, one would suppose that inhibition 
studies would give definite advance information 
regarding the responsiveness of lesions to peni- 
cillin. Those caused by bacteria which, by in 
vitro studies, were inhibited by the smaller con- 
centrations should prove the most susceptible. 
Unfortunately, this did not follow. Five cases 
caused by hemolytic and nonhemolytic Staphy- 
lococcus aureus inhibited by 0.01 u/c. c. showed 
only one clinical cure and four failures. Five 
other cases, showing 0.04 u/c. c. inhibition, re- 
sulted in four clinical cures and one failure. Our 
most spectacular result with sycosis vulgaris 
was a case in which the etiologic bacteria re- 
sisted inhibition by 1000 u/c. c. 

As stated above, however, bacterial determina- 
tions and inhibition studies should be performed 
on each case before initiating penicillin to obtain 
basic knowledge of each case (Table 3). 

Vascular, acute lesions in which penicillin can 
be mobilized easily in therapeutic concentration 
and in which the bacteria are in active stages 
of multiplication, in general, are more susceptible 
to penicillin than chronic, avascular, fibrotic 
lesions (Table 4). 
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The best criteria for the use of penicillin is a 
knowledge of the disease entities which respond 
and those which do not respond. Analysis tables, 
which will be given at the conclusion of this 
paper, list those conditions benefited by peni- 
cillin and those not benefited. For practical pur- 
poses, the only contraindications for penicillin, 
are its use for the latter group. 


II. DOSAGE 


Parenteral penicillin was administered intra- 
gluteally in 25,000 unit doses every three hours 
day and night until the lesions were bacterially 
sterile and clinically cured. If no appreciable 
improvement was noticed in twenty-one days, 
or a total dosage of 4,200,000 units, penicillin 
was deemed ineffective. This relatively high dos- 
age was necessary to forestall any failures being 
attributed to underdosage. Further experience 
will probably indicate that good clinical results 
can be obtained with smaller doses. 


ETIOLOGIC ANALYSIS 


Cases Cures Failures 

Vincent’s organisms —................. 35 35 0 
Staphylococcus 

11 9 

Nonhem. aureus ......................... 10 6 4 
Streptococcus 

Nonhem. 2 0 2 
5 0 
1 0 1 
Leishmania d 1 0 1 
Virus of lymphopathia veneria.__.... 3 3 0 

Table 3 


INHIBITION ANALYSIS 


Hem. Staph. Aureus Nonhem. Staph. Aureus 


Inhibited By Total Cures Failures Total Cures Failures 
DETERMINING THERAPEUTIC INDICATIONS 
0.01 u/e.c. .—.. 4 1 3 1 0 1 
(1) No definite criteria 0.02 u/ce.c. —.. 3 3 0 1 1 0 
(2) May be roughly judged by 0.04 u/c.c. —-. 4 3 1 1 1 0 
(a) Etiologic agent 0.05 u/c.c. 2 1 1 
(b) Site and character of infection 06 u/c.c. 0 1 
(3) Inhibition studies and coagulase readings not informative 1000.0 u/c.c. —. 2 1 1 1 0 1 
Table 2 Table 4 
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VINCENT’S INFECTIONS 


Thirty-five Vincent’s infections were treated 
and thirty-five cured. Twenty-three infections 
involved the gingivae and twelve the tonsils. The 
majority were free of organisms in twenty-four 
hours although a few required three days and all 
were clinically well in an average of five days. 
No preceding dental care was used in this in- 
vestigative series and the patients received only 
physiological saline mouth washes for local medi- 
cation (Table 5). A few patients, although they 
were Clinically cured of Vincent’s gingivitis, re- 
quired the removal of calculi before the lesions 
were sterile. Routine management suggests in- 
dicated dental corrections before or concomitant 
with penicillin therapy. 

Vincent’s infections of the tonsils occurred as 
characteristic indolent ragged-edged, erosive 
ulcers showing bases covered with dirty-gray or 
yellowish membranes and destroying appreciable 
portions of the tonsillar tissue. Smears usually 
showed pure Vincent’s organisms without sec- 
ondary streptococcic or staphylococcic bacteria. 
Results were spectacular. Spirilla and fusiform 
bacilli disappeared within twenty-four to forty- 
eight hours and the lesions were free from mem- 
branes exhibiting clean granulation tissue within 
three to four days. This study indicates that 
penicillin may be considered a specific in the 
treatment of Vincent’s infections. It is far 
superior to any other therapeutic procedure 
offered for this entity. 

IV. ACUTE STAPHYLOCOCCUS AUREUS INFECTIONS 

All early, acute Staphylococcus aureus infec- 
tions, in which the areas are well vascularized, the 
bacteria are in active stages of multiplication 
and the lesions are not walled-off by fibrous 
tissue, show improvement and eradication under 
penicillin therapy. These include folliculitis, 


VINCENT’S INFECTIONS 


Treatment Total 
Days Dosage 
Total (Avg.) (Avg.) Cures 
Gingivitis 23 5 735,000 23 
units 
Tonsillar ulcers —.... 12 4% 707,000 12 
units 
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furunculosis, impetigo contagiosa and _ lesions 
showing secondary surface infections as pyoder- 
mas, ecthymas, granulating surgical wounds and 
roentgen dermatitis (Table 6). Sycosis vulgaris, 
while it cannot be considered an acute condition, 
belongs to the folliculitis group and responded 
to penicillin. 

Local penicillin, without parenteral injections, 
suffices for the surface infections. The only 
modality of local penicillin used in this series was 
by wet compresses, 500 u/c.c. in physiologic 
saline solution. 

Nine cases of folliculitis leading to recurring 
furunculosis showed six cures and three failures. 
All had received previous management consisting 
of local antiseptics, adequate sulfonamide ther- 
apy, attempts at staphylococcic desensitization 
and surgical drainage. The majority involved 
the axillae with three, in addition, the pubis. 
It is to be noted that the three failures showed 
combined infections of the axillae and pubis 
indicating that these patients belonged to the 
staphylococcic diathesis group. 

Special reference must be made to the man- 
agement of roentgen dermatitis with penicillin. 
Two cases were treated by local applications of 
continuous wet compresses. 


A patient received overexposure of the dorsal surfaces 
of the right third, fourth and fifth fingers. Early 
erythema, vesiculation, edema and complete exfoliation 
of the involved nails resulted. This was followed by 
relative quiescence and regrowth of the nails. During 
this period, boric acid compresses and Sperdi ointment 
gave the best results. Late sequelae began to develop 
nine months later. The tendons became exposed and it 


FURUNCULOSIS 
Site Treat. Total Fail- 
Bacteria Days Dosage Cures ures 
(1) Axillae Staph. aureus 15 3,000,000 x 
(2) Axillae Staph. aureus 21 4,200,000 x 
pubis 
(3) Arxillae Staph. aureus 18 3,600,000 x 
pubis 
(4) Axillae Staph. aureus 7 1,475,000 x 
(S) Azxillae Staph. aureus 5 630,000 x 
(6) Arxillae Staph. aureus 13 2,600,000 x 
(7) Axillae Staph. aureus 5 975,000 x 
(8) Upper-lip Staph. aureus 3 525,000 x 
(9) Lumbo- Staph. aureus 14 3,600,000 
gluteal 


Table 5 


Table 6 
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was fully anticipated that amputations of the involved 
fingers would be necessary. She suffered excruciating 
agony and could not tolerate any local applications, even 
boric acid ointment, physiologic saline solution, potas- 
sium permanganate, 0.5 per cent mercurochrome, aloa 
vera leaves, only sterile petrolatum. Alpha ray ointment 
failed. Two attempts at brachial plexus blocks did not 
relieve the pain. Secondary dermatitis and staphylococcic 
infection superimposed with involvement of the entire 
hand. Penicillin therapy consisting of continuous wet 
compresses, 250 u/c. c., in physiologic saline solution, 
gave immediate relief particularly of the pain. The 
hand steadily healed, the tendons became covered and 
her last month of hospitalization was devoted to physio- 
therapy. The fingers are, of course, covered with thin, 
atropic skin with telangiectasia characteristic of roentgen 
injury and the prognosis must be cautious regarding 
subsequent developments. 


It is our clinical impressions that the beneficial 
action following the use of penicillin was not due 
simply to the correction of secondary infection. 
Penicillin definitely seemed to have an analgesic 
effect, to promote the development of healthy 
granulation tissue and to stimulate epithelial 
growth. 


Four cases of sycosis vulgaris treated with 
parenteral and local penicillin, showed three 
cures, as judged by three months’ observation, 
and one failure. 


V. CHRONIC STAPHYLOCOCCUS AUREUS INFECTIONS 


Chronic Staphylococcus aureus infections did 
not, as a rule, respond to penicillin (Table 7). 
These included acne vulgaris of the indolent, 
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2 failures and staphylococcic eczematoid derma- 
titis, 7 cases, 2 improved, 5 failures. In general, 
these patients belong to the group with staphy- 
lococcic and seborrheic diatheses. It is to be 
noted in this group that bacterial inhibition 
studies could not be relied upon to foretell 
therapeutic results, as many were inhibited by 
extremely small concentrations. 


VI. ACTINOMYCOSIS 


Five cases of actinomycosis showed good re- 
sponse to penicillin (Table 8). One patient had 
involvement of the lungs, subhepatic abscesses 


and the right knee joint. He was practically 


moribund when treatment was commenced, re- 
ceived 8,170,000 units and is now clinically 
cured. The four others showed typical infra- 
mandibular lesions, received no medication ex- 
cept parenteral injections and have been quies- 
cent upon observation up to eight months. Jn 
vitro studies with penicillin were not performed. 


VII. LYMPHOPATHIA VENERA, GRANULOMA 
INGUINALE 


Three patients with lymphopathia venerea 
and two with granuloma inguinale were treated 
by the urological section (Table 9). The first 
three were cured; the last two failed to respond. 
Investigative procedures, dosage and results are 
listed in the accompanying table. 


deep cystic, pustular, scarring variety involving ACTINOMYCOSIS 
- the face, chest, shoulders and back, 7 cases, 7 
failures; hidradenitis suppurativa, 2 cases, 2 fail tran, 
ures; extensive seborrheic dermatitis, 2 cases, 
Lungs Sputum 
STAPHYLOCOCCIC DIATHESIS Subhepatic Abscess 8,170,000 Good 
Abscess Joint fluid 250 u/c. c. 8 mo. 
Results Rt. knee joint in knee 
Avg. Treat. Avg. Fail- 
Cases Days Dosage Cured ures Rt. mandible 
Rt. inframandibular Sinus tracts 7,475,000 Good 
Eczematoid 
dermatitis 17 3,430,000 2 5 Good 
Ecthyma 3 17 3,400,000 2 1 ~ laa Sinus tracts 5.040,00 _— 
Furunculosis 9 11 2,300,000 6 3 
: ‘ 5 3 Li. inframandibular Good 
Acne vulgaris _ 7 18 3,340.000 0 7 
Hidradenitis Submental Good 
suppurativa — 2 20 3.925.000 0 2 region Sinus tracts 5,975,000 3 mo. 
Table 7 Table 8 


# 


| 
| 

| 
| 


SOUTHERN MEDICAL JOURNAL 


324 
LYMPHOPATHIA VENEREA 
Location Tests Dosage Results 
Penis, STS-neg. Sulfanomides 
bilateral DF-neg. ineffectual 
adenopathy G.C.-neg. 1,625,000 penicillin 
Frei-pos. healing 7 days 
Rt. inguinal STS-neg. Subsidence 
adeno. Cult.-neg. 4,675,000 under 
Frei-pos. penicillin 
Penile ulc., STS-neg. 
bilateral DF-neg. 1,800,000 Subsidence 
adenopathy Frei-pos. 
Granuloma Inguinale 
Penis DF-neg. 
STS-neg. 1,575,000 Failure 
Donovan- 
Pas. 
Penis DF-neg. 
STS-neg. 2,625,000 Failure 
Donovan- 
pos. 
Table 9 
VIII. MISCELLANEOUS CONDITIONS NOT 


RESPONDING TO PENICILLIN 


One case each of nummular eczema, recurring 
apthous stomatitis, dermatitis herpetiformis and 
coccidiomycosis failed to respond to penicillin. 


IX. TRICHOPHYTOSIS 


Penicillin was not used clinically in this series 
for trichophytosis. Extensive in vitro studies 
are in progress and a preliminary report is sub- 
mitted (Table 10). 

To date, investigations have been conducted 
on Trichophyton purpureum, Trichophyton 
gypseum, Microsporium fulvum and Crypto- 
coccus grown on Sabouraud’s, honey, acid tryp- 
tose and neutral tryptose media. Studies are 
directed towards: 

(1) Observations concerning growth on vari- 
ous types of media: acid tryptose agar and 
Sabouraud’s agar seem to produce the most 
satisfactory growth. 

(2) Observations concerning the pH require- 
ments of fungi: fungi tend to grow best in acid 
media of pH from 5.3 to 6.0. Culture media 
tend to become acid as the culture ages. Satis- 


May 1945 


factory growth may be secured on alkaline media 
buffered to a pH of 7.3 to 7.7. 

(3) Observations concerning effect of peni- 
cillin on growth of fungi: culture growth was 
not inhibited on media containing penicillin up 
to 1,000 u/c. c. Penicillin stability was insured 
by buffering at pH 5.7 and 7.8, no incubation 
and the prevention of Oxford staph growth on 
the same media at the end of 12 days. 


X. SUMMARY AND CONCLUSIONS 


(1) Penicillin therapy is indicated for the 
entities in Table 11. 


(2) Penicillin therapy is contraindicated for 
the entities in Table 12. 


(3) Therapeutic indications for penicillin 
therapy necessitate considering the etiologic 


TRICHOPHYTON IN VITRO PENICILLIN STUDIES 


Sabouraud’s Media Tryptose Media 
No Penicillin Penicillin No Penicillin 


u/c. c. 


T. Purpureum Good growth Good growth Good growth Good growth 


2 days 2 days 2 days 2 days 
T. Gypseum Good growth Good growth Good growth Good growth 

8 days - 8 days 8 days 8 days 
M. Fulvum Good growth Good growth Good growth Good growth 

6 days 6 days 6 days 6 days 
Ox. Staph. Good growth Nogrowth Good growth No growth 

24 hrs. 8 days 24 hrs. 8 days 
Control Sterile Sterile Sterile Sterile 

8 days 8 days 8 days 8 days 

Table 10 


INDICATIONS FOR PENICILLIN THERAPY 


Total 
Entities Cases Cures Failures 
Vincent infection ——.......... 35 35 0 
Furunculosis 9 6 3 
Secondarily infected lesions 8 7 1 
3 1 
Impetigo contagiosa .............--.. 1 1 0 
Roentgen dermatitis —....---.... 2 2 0 
Lymphopathia venerea —.......... 5 3 0 
Table 11 
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CONTRAINDICATIONS FOR PENICILLIN THERAPY 


Total 
Entities Cases Cures Failures 
Eczematoid dermatitis 2 5 
Seborrheic dermatitis 2 0 2 
Hidradenitis suppurat 2 0 2 
Acne vulgaris ? 0 7 
Dermatitis repens 1 0 1 
Dermatitis herpetiformis — 1 0 1 
Aphthous stomatitis 1 0 1 
1 0 1 
Granuloma inguinale ~~... 2 0 2 
Nummular eczema —— 1 0 1 
Table 12 


agent, the site and character of the infection and 
the disease entity. 

(4) In vitro inhibition studies of bacteria by 
penicillin are unreliable as a source of informa- 
tion for pretreatment information. 

(5) Penicillin is a specific for the treatment 
of Vincent’s infection. 

(6) Penicillin is indicated in acute staphylo- 
coccic lesions but contraindicated in chronic en- 
tities particularly in individuals with a staphylo- 
coccic diathesis. 

(7) Two cases of roentgen dermatitis re- 
sponded satisfactorily to local penicillin therapy. 

(8) In vitro studies show that trichophytons 
are not affected by penicillin. 

(9) Penicillin, intelligently used, will prove 
an important addition to dermatologic thera- 
peutic procedures. 

Acknowledgements: (1) The cases of actinomycosis 
are from the surgical service, Major John M. Walker, 
M.C. (2) The cases of lymphopathia venerea and 
granuloma inguinale are from the Urologic Section, Lt. 
Col. Leander W. Riba, M.C. (3) The mycologic studies 
are from the Pathological Service, 2nd Lt. Robert S. 
Fleming, Sc.C. (4) Patients with Vincent’s gingivitis 
furnished by Dental Service, Lt. Col. Floyd C. Naegeli, 
BE. 


DISCUSSION (Abstract) 


Dr. Richard L. Sutton, Jr., Kansas City, Mo— 
Dr. Morginson’s experience with the use of penicillin in 
dermatology considerably exceeds my own, because 
Bushnell Hospital was a center for special study and 
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for many menths longer than Woodrow Wilson General 
Hospital has been able to obtain a liberal supply of the 
chemical. It was news to me that Vincent’s infection 
is wonderfully responsive. It is an achievement to be 
able to cure these people with painful mouths and to 
give them prompt relief, and I think that is a great 
contribution. 

My experience roughly parallels Dr. Morginson’s 
with regard to furunculosis of the axilla when the 
disease is simply staphylococcic, limited to one side. 
Such cases get well right away, even though they may 
have had x-ray therapy and compresses and staphy- 
lococcustoxid previously without avail. Acneic hidra- 
denitis does not respond. 

In dermatitis my impression has been more favorable 
than his, I think. We have been receiving many men 
from the Southwest Pacific Theatre whose exudative 
dermatitis would not heal under tropical conditions, 
where the skin is continually hot and wet and there is 
no escape. Over there these men got worse and worse, 
but on shipboard they improved, and by the time they 
reached the United States they have generally become 
far less purulent and exudative than at the time they 
were worst. In widespread cases, we have had good 
luck with carrying them on penicillin. intramuscularly 
for a week or ten days, along with such topical agents 
as bichloride baths and aqueous solution of methylene 
blue, which does not form the hard crust that gentian 
violet does. 

Dr. F. G. Novy wrote me that, in the Southwest 
Pacific, he was finding the Wilson-Brocq type of ex- 
foliative dermatitis, with infiltration of the skin and 
severe lymphadenitis, responsive to penicillin. I have 
had opportunity to use it in two cases with excellent 
response insofar as reduction of the lymphadenitis, in- 
filtration of the skin, and relief from itching were con- 
cerned. On resolution, these patients have developed the 
purplish macules suggestive of healing lichen planus. 

I have had much more prompt response from 
penicillin than any other method of treatment I ever saw 
tried in such cases. 

Topically, penicillin has great utility in treating epi- 
dermal bacterial infection, whereas topically it will 
not affect dermal inflammation due to bacteria. For 
instance, applying penicillin ointment to a furuncle 
gets you nowhere at all. But applied to impetigo con- 
tagiosa of a man’s bearded region, penicillin ointment 
is often magnificently effective. A suitable prescription 
is: penicillin, one hundred thousand units; water 20 c. c.; 
lanolin to take it up, and petroleum q. s. to 240. That 
makes about 415 Oxford units per gram. This oint- 
ment applied to impetigo three times a day for two 
days, followed by soap and water and one more appli- 
cation of ointment is usually curative. Imagine seeing 
a man with impetigo of the beard, giving him a half 
ounce of the ointment, telling him how to use it, and 
not seeing him again, under circumstances where yout 
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not seeing him again means he got well, and not that 
he hunted up another physician. 

I tried penicillin ir. small doses on the hypothesis 
that it should be effective in smaller doses because one 
Oxford unit will sterilize 50 c. c. of bouillon culture 
of a test strain of hemolytic Staphylococcus aureus. A 
usual dose of 15,000 units given every three hours is 
enough to sterilize 750,000 c. c. of fluid, ten times 
the body weight of a man who weighs 75 kilos. So I 
tried giving people with widespread dermatitis 5,000 
units each three hours instead of fifteen. It does not 
work. Yet only one thousand units given each three 
hours will render the syphilitic chancre darkfield nega- 
tive within twenty-four hours. 

Dr. Bazemore of Moore General Hospital has had 
more experience than I with topical application of 
penicillin. He told me that its use is often followed 
by contact dermatitis if you persist with it for more 
than three or four days. This observation I later 
confirmed. 


Dr. M. H. Saffron, Passaic, N. J—My experience at 
Gardiner General Hospital in Chicago corroborates the 
findings of Dr. Morginson in a most _ interesting 
manner. We have treated with success resistant pyoder- 
mas of various types, including the secondary infection 
which frequently accompanies the so-called New Guinea 
disease, a curious blending of eczematoid patches, ex- 
foliative dermatitis, keratotic and lichen-planus like 
lesions. Furunculosis, Vincent’s infection, and actino- 
mycosis also respond well, although one case of the 
latter disease required the tremendous dosage of over 
twelve million units to effect a cure. I fully agree with 
Dr. Morginson that in the aforementioned conditions 
penicillin therapy is today the treatment of choice. On 
the other hand, we have had unsatisfactory results with 
sycosis vulgaris and pustular acne, even in those cases 
where the organism was reported by the laboratory to 
be penicillin sensitive. One of our patients with sycosis 
vulgaris received two separate courses of penicillin, 
intramuscularly and locally, with no appreciable benefit, 
and, as a matter of fact, new pustules continued to 
develop throughout the course of treatment. 

So we see, as has been emphasized here, that sen- 
sitivity of the organism in vitro is not always indicative 
of what we may expect in vivo. I believe that the 
effectiveness of penicillin depends on the length of time 
the therapeutic agent remains in contact with the offend- 
ing susceptible organism, and that at least two factors 
are involved: one, the vascularity of the lesion itself; 
and secondly, the amount of penicillin administered. It 
would seem logical that in the future measures tending 
to increase local hyperemia be combined with penicillin 
treatment to effect greater success in chronic, deep- 
seated staphylococcic infections which do not respond 
to penicillin therapy alone. This is in the same line of 
thought as giving typhoid vaccine or other forms of 
fever therapy in the treatment of resistant syphilis. 
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Also, the substitution of an oily medium for the present 
aqueous solution should assure slower excretion of the 
penicillin and greater persistent efficacy. 

Although penicillin is an excellent and valuable addi- 
tion to the dermatologist’s armamentarium, I personally 
do not anticipate that it is going to bring about a 
therapeutic revolution. I have had no occasion to use 
it locally in radiodermatitis, but we know that it does 
possess pain relieving qualities. In an unusual case 
of acute cutaneous diphtheria, I treated the lesion with 
local applications of penicillin, and the patient ex- 
perienced rapid relief of discomfort and edema. How- 
ever, I should note that this local therapy was in addition 
to the systemic administration of diphtheria antitoxin 
and it was difficult in this case to evaluate the use of 
penicillin. 

Dr. Roy L. Kile, Cleveland, Ohio—We have been 
studying penicillin in the treatment of syphilis in Cleve- 
land, on the service of Dr. H. N. Cole. 

One case of perifolliculitis capitis abscedens et 
suffodiens was treated with injections of penicillin giving 
over 4 million units with little or no effect on the 
disease. 

Unfortunately our results in the treatment of 
lymphogranuloma venereum have not been so good as 
those reported here. We have observed at least eight 
cases and they have not responded to penicillin. In 
most cases it was given them for early syphilis which 
was present concomittently with lymphogranuloma 
venereum. 

One of the problems of penicillin is the crudeness of 
the preparations with which we are working. There 
have been some variations in different batches of the 
drug. We must not get too enthusiastic about any new 
drug, but apparently this one is really sensational. 


Dr. Morginson (closing).—As far as we know, our 
report on Vincent’s infection is the third report in 
American medical literature; the first reported six cases 
treated with six cures and the second reported fifteen 
cases treated with fifteen cures. Our report of thirty-five 
cases presented with thirty-five cures is, therefore, not 
an isolated series. 

In its routine clinical use, the maximum benefit from 
penicillin therapy will probably be obtained by its com- 
bination with chemical antiseptics and indicated auxiliary 
surgical, medical and therapeutic procedures. In our 
series however, because of its investigated nature, 
penicillin was used exclusively in all instances. 


We considered infectious eczematoid dermatitis as 
unresponsive even though all cases showed temporary 
improvement. There was usually a relapse when peni- 
cillin was discontinued. These patients, even though 
improving temporarily, were classified in the staphylo- 
coccic diathesis group. 

The use of penicillin in syphilis and gonorrhea was 
not considered within the scope of this paper. 
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A SUMMARY OF THE FINDINGS IN TWO 
HUNDRED CONSECUTIVE OPERATED 
CASES OF NECK INFECTION OF 
DENTAL ORIGIN* 


By Artuur M. A.M., M.D., F.A.CS. 
St. Louis, Missouri 


Fourteen years ago one of the outstanding oral 
surgeons in America said to me that he thought 
that the most important unsolved problem re- 
lating to exodontia was the neck abscess which 
all too frequently followed dental disease, es- 
pecially in the lower jaw. It was true that the 
mortality in neck infections as reported by 
various authors at that time was given as from 
10 to 25 per cent. Indeed only a few years be- 
fore that Kummel in his classic on “The Diseases 
of the Mouth,” speaking of Ludwig’s angina, 
quoted Laterries, who reported 31 cases with 18 
deaths, and G. G. Davis, who in the American 
Journal of Surgery reported 12 cases with 5 
deaths, or 40 per cent. 

We are all conscious of the fact that in the 
last decade the death rate from such infections 
has been very greatly reduced. This is the result 
of several factors: First, the surgeon and es- 
pecially the otolaryngologist have become neck 
infection conscious from the literature, because 
of the profusion of splendid articles that have 
appeared in various journals upon this subject. 
Second, the men who operate upon such cases 
today are very much better trained than their 
predecessors and a thorough understanding of 
the anatomical planes of the neck is a prerequi- 
site for certification by several of our specialty 
boards. Third, the advent of the sulfonamide 
drugs and more recently penicillin in the treat- 
ment of infections of all sorts has completely 
revolutionized our conception of such therapy. 

Ten years ago I had the privilege of appearing 
before the American Society of Exodontists and 
Oral Surgeons with a paper that presented some 
new ideas about the treatment of neck infections 
of dental origin. That paper was based upon 
29 consecutive operated cases of this condition 
without there being either a death, a trache- 


“Read in General Clinical Session, St. Louis Day, Southern 
Medical Association, Thirty-Eighth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1944. 
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otomy, or an osteomyelitis of the mandible in 
the group. Since that time I have had the oppor- 
tunity of seeing, either as private patients or on 
my hospital service, a much larger series of such 
cases. So, I am able today to present to you a 
summary of the findings and results in 200 
operated cases of neck infection which were 
secondary to dental disease. 

To the surgeon who has an adequate compre- 
hension of the ramifications of the cervical 
fascia, there should be no mystery as to the 
exact location of a pus pocket in the neck or the 
easiest method of draining it. Pus in the neck 
does not locate “just anywhere” but occurs in 
certain definite areas. The function of the cervi- 
cal fascia is to bind together the various an- 
atomical elements of the neck, and its structure 
is such that the neck is divided into a series 
of planes and potential compartments. By the 
term “potential compartments,” I mean, certain 
spaces which under normal circumstances are 
not open cavities but which, when invaded by 
an abscess, then become true compartments 
because of the limiting action of the various 
fascial planes and other structures on their sev- 
eral sides. In a paper such as this one is, it is 
unnecessary to describe in detail all of these 
spaces because for our purposes the most im- 
portant ones are the submental, the submaxillary, 
and the parapharyngeal. 

The anatomic limitations of each of these 
spaces is so well known to all of you that I shall 
not repeat them here, but merely say that abscess 
in any one of these potential cavities or any 
combination of them is accompanied by such a 
definite clinical picture that there should be 
very little occasion for confusion in the exact 
diagnosis. 

Table 1 shows the location of the abscess in 
this series of cases. In only 10 per cent of our 
patients was the pus collection limited to the 
submental space alone. In 74 cases or about 36 
per cent the submaxillary space alone was in- 
volved while in 37 cases or 18 per cent the sub- 
maxillary and submental spaces were both 
involved. In 29 cases or 14 per cent the sub- 
maxillary and parapharyngeal spaces were both 
involved. Adding these it will be seen that in 
140 cases or 68 per cent there was submaxillary 
abscess, either alone or associated, with disease 
in one or the other of the contiguous spaces. In 
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LOCATION OF INFECTION 
Submental 21 
Submental and Submaxillary 37 
Submaxillary 74 
Submaxillary and Parapharyngeal 29 
Parapharyngeal 22 
Subparotid 13 
Pterygomaxillary 4 


Table 1 


other words, in more than two-thirds of our 
neck abscess cases there was involvement of the 
submaxillary space. The parapharyngeal space 
and the subparotid space, which is a continua- 
tion of it, accounted for 25 or 12 per cent of our 
cases. 

There were four patients in this group whose 
abscess, which in each case followed extraction 
of an upper third molar, was located in what 
must be called the pterygomaxillary space. This 
area is not directly connected with the para- 
pharyngeal space, but lies close to it. One of 
these cases was our only fatality. 

In my first paper upon this subject I said 
that studies by both smear and culture had 
shown us that the spirochete of Vincent and its 
associate, the Bacillus fusiformis, were the or- 
ganisms most commonly found in these cases, 
although in a large number of patients they were 
associated with either the streptococcus or 
staphylococcus or both. In the records collected 
since that time this is still true and forms the 
basis for our chemotherapy of such cases. All 
such patients receive one or more injections of 
neoarsphenamine and sulfonamide dosage as in- 
dicated. Originally we used sulfanilamide, but in 
more recent years we have used sulfadiazine be- 
cause of its efficacy against both the strepto- 
coccus group and the staphylococcus. We have 
found no contra-indication to the use of this drug 
along with the neoarsphenamine and the combin- 
ation of the two has given much better results 
than in the few cases where each was used alone 
and without the other. 

Two of our patients, each with a severe ful- 
minating cellulitis of the neck which did not 
respond as quickly as we had expected to the 
standard chemotherapy, were given penicillin 
and each received 25,000 units every two hours 
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for several days. The result in these patients 
was the rapid cessation of fever and prompt 
localization of the infection. Each was drained 
surgically after several days of penicillin therapy. 

Trismus is frequently an annoying accompani- 
ment of these neck infections and when present is 
almost invariably the result of an irritative spasm 
of the internal pterygoid muscle on the affected 
side. This irritation is due to the presence of 
infection in the parapharyngeal space in direct 
contact with the muscle. This statement would 
suggest that trismus would be very rare in the 
cases where the disease was limited to the sub- 
mental or anterior submaxillary regions. In none 
of these cases was trismus present. In every 
case in which the infection had invaded the 
parapharyngeal space, which, as you will recall, 
is limited in its downward and outward aspect 
by the internal pterygoid muscle, trismus was 
present. In 31 cases, it was so marked as to 
make proper examination of either the original 
site of the lesion or the posterior pharyngeal wall 
impossible. In other words, to turn this fact 
around, we may say that, in such an infection, 
when trismus is present, its occurrence should 
make the surgeon aware that the parapharyngeal 
space has probably been encroached upon. 

In treating neck abscesses of this type, there 
are several secondary complications that must 
ever be kept in mind as important potentialities. 

Osteomyelitis of the mandible has in the past 
been a frequent result of infections starting in 
the posterior portion of the lower jaw. In many 
of our cases, either as the result of the disease 
or the surgical procedure necessary to eradicate 
it, a large portion of the surface of the mandible 
has been stripped bare of periosteum, yet in no 
case has an osteomyelitis developed. The entire 
absence of this complication in this group of 
cases, most of which were treated with neo- 
arsphenamine intravenously, would seem to 
suggest the conclusion that these two facts are 
not entirely unrelated. 

Edema of the larynx is a complication that 
may occur at any time to any patient with an 
abscess in his neck. When it starts it progresses 
rapidly and if not treated promptly by trache- 
otomy it closes the case in a few hours. Such 
tracheotomies should never be done as emer- 
gencies, for careful watching of the patient will 
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allow the surgeon to anticipate the emergency 
long before it actually arrives. 

I am frequently asked, “Is surgical disturbance 
of a lesion in the mouth a necessary precursor 
to extension of the infection downward into the 
neck?” The answer is definitely no. In 57 of 
our patients no surgical procedure was done and 
the neck infection occurred merely as a direct 
extension of the dental involvement into the 
deeper tissues of the neck. One hundred and 
forty-three were preceded by some form of dental 
surgery. 

Our routine for such patients is we feel an 
important contributing factor to the results that 
we have been able to report here today. All 
are immediately hospitalized and because many 
of them reach us after days of unsuccessful treat- 
ment they present not only surgical but medical 
problems. Frequently due to the trismus or 
swelling in the throat swallowing has been im- 
possible and the patient is dehydrated. This is 
combatted by fluids intravenously or by way of 
a nasal feeding tube. Neoarsphenamine in doses 
from 0.3 to 0.5 gram is given depending upon 
the weight and condition of the patient. Where 
the streptococcus is found to be present sulfa- 
diazine in full dosage is given by mouth at reg- 
ular six hour intervals, until a blood concentra- 
tion of 6-7 mg. per cent is obtained. I am of the 
opinion that sulfonamide medication is definitely 
indicated in any case of neck infection where 
the streptococcus can be recovered either from 
the original lesion or from the pus released at 
operation. 

The selection of the proper time for operation 
is an important detail. Earlier in our experience, 
we were prone to wait, if possible, until deep 
fluctuation could be felt in the soft tissues of the 
neck, but this delay was responsible for the near 
demise of several patients. On the other hand, 
realizing that these infections in the neck fre- 
quently begin as a diffuse cellulitis, it is advis- 
able whenever possible to give the patient the 
benefit of neoarsphenamine or sulfonamide 
therapy before operation. 

In all cases with trismus operation should be 
performed under local anesthesia because to use 
general narcosis on a patient whose airway is 
already mechanically embarrassed, or to elim- 
inate or weaken with an opiate his cough reflex, 
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is invariably fraught with danger. Procaine in- 
filtration, both superficial and deep, renders 
the operation painless, and at the same time, 
insures the operator of the full cooperation of 
the patient in what is frequently a difficult situa- 
tion. Cases without trismus may be operated 
upon under general narcosis. 

The type and extent of the incision must de- 
pend entirely on the location of the pus. If it 
is clearly submental without involvement of the 
adjoining submaxillary fossa, a midline neck 
incision down to and through the mylohyoid 
muscle will satisfactorily drain such an accumu- 
lation. Occasionally, when the abscess is located 
immediately under the front of the tongue, it can 
be drained by an intra-oral incision. If the sub- 
maxillary fossa or the submaxillary and the 
parapharyngeal region have been invaded and 
exposure of this area is indicated, the Mosher-T- 
shaped incision exposing the submaxillary gland 
and then retracting it upward out of its fossa 
allows adequate exploration of the entire region. 
Through this exposure, the gloved finger or an 
artery clamp pushed upward and backward will 
enter the parapharyngeal space and posterior re- 
traction will expose the vessel sheath containing 
the carotid and internal jugular vein. This in- 
cision in our hands has given most satisfactory 
results. 

After the abscess has been thoroughly opened 
and emptied the cavity is packed with a strip of 
dental rubber two inches wide and as long as 
is necessary. In the end of this rubber strip 
that is to be inserted into the depths of the 
abscess cavity a single knot is tied. The con- 
traction of the tissues around this knot keeps 
the drain from slipping out until its removal is 
desired. As the wound heals from the inside the 
rubber strip is gradually withdrawn and cut off 
at the dressings. No case of salivery fistula has 
resulted following the use of this form of dressing 
and the cosmetic results have been entirely 
satisfactory. 

The following is. the history of the only fatality 
that occurred in this entire group: 


Mr. J. W. D. This was a young business man, age 
33, referred by Dr. Archie Carr, a neurologist, because 
of unexplained pain in the right side of his face, all of 
which began six weeks previously, following the removal 
of an upper third molar tooth on the right side. A 
few days after the operation he began to have severe 
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pain radiating from the region of the tooth socket and 
extending around the ear toward the back of the head. 
This pain was so severe as to make sleep impossible 
and he has been seen by a half dozen physicians with 
no diagnosis and no relief. He finally was referred to 
Dr. Carr because someone suggested that he was merely 
neurotic. 


Examination revealed a patient who was very nervous 
and manifestly very much fed up with the whole 
process. He had no external swelling but could open his 
mouth only about three-fourths of an inch. When ex- 
amination of the throat was done it was seen that there 
was a swelling just behind the region where the upper 
right third molar had been removed. This swelling 
blushed on slight pressure. The patient was reassured 
and sent to his own physician who was instructed to 
give him 0.4 gram of neoarsphenamine. The next day 
he was seen in the hospital because of increased pain 
and the area of swelling in the right side of the throat 
was slightly more marked. Because it was felt that he 
had an abscess, probably in the right pterygomaxillary 
space, the mucosa over the swelling was injected with 
procaine and an incision was made backward into this 
area. At a depth of more than an inch an ounce of thick 
yellow pus was encountered. The incision was enlarged 
and a knotted rubber drain inserted. The next day the 
patient reported he had the first good night’s sleep in 
four weeks. There was marked discharge from around 
the incision. 

A few days later he returned again to the office and 
the incision was reopened with a discharge of a few 
more c. c. of pus. Following this the patient no longer 
complained of trismus but said that he was never 
entirely free from pain. 

Six weeks later the patient again returned complaining 
of swelling in his face. It was now seen that there 
was a swelling involving the whole of the right parotid 
region. Trismus was much more marked than before. 
Because it was felt that this patient probably had an 
osteomyelitis of the ascending ramus of the mandible, 
he was sent to Dr. Wendell Scott for x-rays and Dr. 
Scott found no evidence of bone damage but did 
suggest that several x-ray exposures might help to 
localize the infection around that part. This was ac- 
cordingly carried out and four days later the infection 
localized on the external surface of the parotid and 
the patient was again returned to the hospital for 
incision and drainage. 

Under local anesthesia the swollen area over the 
parotid was opened and about two ounces of thick 
yellow pus under pressure released. The following day 
the right eye was swollen completely shut, but the 
next day this was gone and two days later the patient 
was discharged from the hospital. He had no tempera- 
ture but still complained of pain in the right side of 
the head. A week later the incision over the parotid 
had entirely - healed. 

I saw this patient at intervals for the next four 
weeks and Dr. Carr checked him several times for 
evidence of intracranial involvement and found nothing. 
At the end of this period I was called to see the patient 
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at his home about seven o'clock in the evening. He 
had had a rather bad day and complained of feeling 
sick all over. He had taken six aspirin tablets during 
the day to control the pain in the right side of his 
head. He had no temperature, trismus nor nystagmus 
and nothing was found to account for his pain. I was 
again called to see this patient at midnight because, 
according to his wife, something had apparently hap- 
pened to him. On arriving at the home I was told that 
an hour previously he had tried to get out of bed and 
seemed disoriented. I now found him comatose, breath- 
ing heavily and his temperature was 103.6°. Both pupils 
were dilated. He was immediately put into an ambulance 
and sent to the hospital and Dr. Carr notified. On 
arrival at the hospital Dr. Carr found positive Kernig’s, 
positive Babinski’s but no stiff neck. As he was about to 
continue the examination of eye grounds, the patient’s 
breathing stopped and he expired in a few minutes 
without regaining consciousness. 

Permission for an immediate autopsy was given by 
the family. This was done with negative findings below 
the neck. After removal of the skull cap and the dura 
covering the brain, which showed no evidence of 
meningitis, a large thick walled abscess occupying the 
entire right temporal lobe was discovered. There was 
no discoloration to the parietal dura but on removing 
the dura covering the floor of the skull on which the 
temporal lobe rested there was an area of discolored 
bone just lateral to the jugular foramen; in other 
words, just above the base of the parapharyngeal space. 

The thickness of the abscess wall suggested the fact 
that this was an affair of several months’ standing, 
having probably begun at the time of the patient’s first 
infection and not having been entirely controlled by 
the use of sulfathiazole. Because the temporal lobe 
abscess was on the right side symptoms referable to 
that area in either the central or local nervous system 
were not found. 
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CONCENTRATED RED BLOOD CELLS* 


PREPARATION AND USE 


By R. O. Muetuer, M.D. 
St. Louis, Missouri 


As a result of the increased demand for 
plasma, blood banks have been left with large 
quantities of erythrocytes which have been dis- 
carded resulting in a fifty per cent loss of the 
total material collected. Attempts to utilize this 
material have resulted in the development of 
several new technics.12°* (Table 1). 


*Read in General Clinical Session, St. Louis Day, Southern 
Medical Association, Thirty-Eighth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1944. 
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UTILIZATION OF ERYTHROCYTES 


(1) Red blood cell suspension 
(a) Dilute 
Cell count equals that of whole blood 
(b) Concentrate 
Cell count doubles that of whole blood 
(2) Red blood cells as surgical dressing 
(a) ‘Red cell sludge 
(b) Dehydrated cells (powder) 
(c) Ointment 


Table 1 


(1) Red cell suspensions, in which the red 
blood cells are resuspended in saline to a con- 
centration approximating that of whole blood. 

(2) Concentrated cell suspension in which the 
red cells are present in approximately double the 
number found in whole blood. 

(3) Used as dressing for wounds or ulcers. 


Cells used for this last purpose may be pre- 
pared in one of three ways: a sludge which is 
painted on the wound,°® dried by lyophilization 
and used as a dusting powder®* or incorporated 
in an ointment base. Tragacanth and hexylre- 
sorcinol have been used as a base by Murray 
and Shaar.® 

The procedure used in the preparation of red 
cell products in our laboratory will be outlined 
and at least a partial list of the indications for 
the various preparations will be given. 


We have pointed out the advantages of using 
a preserving solution® !° for the collection of 
donor blood. The use of the dextrose-citrate 
buffer solution has enabled us to preserve and 
utilize blood for as long as thirty days. This 
solution also makes possible the simple and rapid 
preparation of either concentrated or dilute red 
blood cell suspensions. 

The cells are allowed to settle for twenty-one 
days or longer and the plasma is removed in the 
conventional manner using a closed technic. The 
cells can then be given at once. This represents 
a fairly concentrated suspension depending on 
the degree of sedimentation present. 

If it is thought desirable to use a dilute sus- 
pension of cells the dilute plasma can be 
removed leaving that amount which will give 
the desired concentration. The addition of saline 
to the cells is thus eliminated. 


Blood taken in ordinary citrate solution must 
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have the cells removed in such a fashion as to 
leave the thick layer of fibrin and white cells 
behind, but in the dextrose citrate buffer solu- 
tion, this layer does not form in sufficient 
amounts to give trouble. 


This simplification of technic in addition to 
saving laboratory time and personnel, also avoids 
the dangers of contamination which occur when 
red cells are handled too much. 

The preparation then of cell suspensions be- 
comes very simple and requires no further com- 
ment except to emphasize the need for careful 
typing and cross-matching before administration 
to the recipient. 

It is, of course, true that the thicker the cell 
suspension used, the more slowly the cells will 
flow into the recipient; however, the cells should, 
perhaps, be given slowly to prevent cardiac em- 
barrassment, particularly in cases of chronic 
anemia, or a relative myocardial insufficiency. 

The speed of the flow can be altered by ele- 
vating the container, by increasing the size of 
the needle, or if it is thought desirable, by the 
cautious use of positive pressure. We have 
always been able to get a satisfactory flow by 
gravity. using the conventional stainless steel 
filter, and an 18-gauge needle. In giving cells a 
satisfactory filter should always be used. 

A list of indications for the use of cell sus- 
pensions is given in Table 2. Cell suspensions 
may be used for the emergency treatment of 
anemia regardless of etiology. Others have 
stressed the rapidity with which results are 
obtained when concentrated suspensions are 
used. It would seem, however, that one should 
also emphasize the fact that transfused cells not 
only carry oxygen and thus fulfill a need in 
anemia, but that the breakdown products of 
transfused cells also supply large amounts of 
material which are used by the body to manu- 
facture new red cells. In many cases of anemia 
the response of the patient’s erythropoietic sys- 
tem may be markedly improved when building 
materials are made available in large quantities. 

Concentrated cell transfusions, because they 
permit the administration of large numbers of 
cells in a small volume, have been found ex- 
tremely useful in the treatment of various 
anemias of the newborn and younger children 
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INDICATIONS FOR RED CELL SUSPENSION 
DILUTE OR CONCENTRATE 
(1) Anemia (2) Hemorrhage 
Hemolytic External 
Familial Internal 
Lederer’s (3) Hemorrhagic disease 
Cooley’s Thombocytopenic 
Erythroblastosis purpura 
Congenital icterus Hemophilia 
Sickle cell Scurvy 
; Hemorrhagic disease 
Acquired “a new! 
Infection 
Toxin (4) Infection 
Acute sepsis 
Nutritional Rheumatic fever 
Vitamin 
Mineral 
Protein 
Aplastic 
Infection 
Idiopathic 
Miscellaneous 
Von Jaksch 
Anemia of premature 
Nephritis, etc. 
Table 2 
including erythroblastosis fetalis, Cooley’s 


anemia, and the like. 

In adults, cases of pernicious anemia, hemo- 
lytic anemia, hemorrhage, nephritis and ne- 
phrosis, are helped by transfusion of large 
numbers of cells in a small volume of fluid. 

Concentrated cells are of considerable im- 
portance also in the transfusion of individuals 
who cannot tolerate a sudden increase in blood 
volume, as in cardiac decompensation in which 
anoxia may be aggravated by anemia, or in 
cases of anginal pectoris or coronary disease in 
which anemic anoxia may play a contributing 
role. Such cases can be given 200 c. c. of con- 
centrated cells and get an increase in their red 
cell count and hemoglobin, equivalent to that 
obtained by administering 500 c. c. or more of 
whole blood. 

Watson” has discussed the question of dosage 
of cell suspension and emphasizes the obvious 
fact that when transfusions are given for their 
oxygen carrying properties the beneficial effects 
will be directly related to the concentration of 
the erythrocytes present, and he has pointed 
out that one can estimate the amount necessary 
to reach a given intravascular hemoglobin level 
if the body weight and existing hemoglobin con- 
centration of the recipient are known and if 
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the hemoglobin concentration of the material to 
be transfused is known. The calculations are 
as follows: 


From the body weight in kilograms, one esti- 
mates the blood volume by dividing the body 
weight by eleven. This gives the blood volume 
in liters. Thus, if the patient weighs 44 kilo- 
grams, this divided by eleven, gives 4 liters as 
the blood volume. If the patient has a hemo- 
globin of 5 grams per 100 c. c., he has a total 
hemoglobin of 200 grams. Since we wish. the 
hemoglobin to be normal or about 15 grams per 
100 c. c., he should have 600 grams; therefore 
it is necessary to give 400 grams by means 
of transfusions and if the cell suspension has 
a hemoglobin concentration of 22 grams it would 
be necessary to transfuse approximately 1,800 
c. C. to attain that elevation. 


The use of concentrated cell suspension is 
increasing rapidly in the University Group of 
Hospitals and over one hundred such trans- 
fusions have been given. Detailed case reports 
hardly seem necessary since the patients all 
have responded as expected, their hemoglobin 
and erythrocyte response being in every case 
proportional to the amount transfused. The 
following case may be used as illustrative of 
results obtained in acute hemorrhage: 


Case 1A white woman was spontaneously delivered 
of a living child followed by profuse hemorrhage and 
deep shock; whole blood was given at once and the 
patient returned to her room with the uterine pack in 
place. The usual obstetrical care for such emergencies 
was carried out. The erythrocyte count after trans- 
fusion was 2,200,000 and hemoglobin, 7 grams per 
100 c. c. Twelve hours later the patient again had a 
profuse hemorrhage. Her pulse was imperceptible; blood 
pressure could not be obtained; 1,000 c. c. of con- 
centrated cells (22 grams per 100 c. c.) was admin- 
istered twice at four-hour intervals and the patient 
rallied. Twelve hours later the erythrocyte count was 
2,800,000; hemoglobin, 9 grams. The patient had two 
more such episodes and then was curretted and a small 
bit of retained secundines removed. The patient was 
given, in all, six transfusions of concentrated cells and 
left the hospital with an erythrocyte count of 3,950,000 
and hemoglobin of 12 grams per 100 c. c. 


We have had similar results in cases of gas- 
trointestinal hemorrhage, purpura, hemophilia, 
hemolytic anemia, nephrosis with anemia and 
the like. Our results in children particularly 
with erythroblastotic anemias will appear else- 
where but they have been uniformly successful. 
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Red Cells as Surgical Dressing. —The prepara- 
tion of the cells for surgical dressings is relatively 
simple. It consists of removing the plasma from 
the cells and then drying them by a process 
devised in this laboratory and representing a 
modification of current apparatus used for this 
purpose. The particular arrangement used allows 
the complete drying of 350 c. c. of cells in 
approximately four hours and makes it possible 
to dry two such amounts in one working day 


‘or by multiplying the apparatus which is suf- 


ficiently simple in construction to permit dupli- 
cation, one may dry considerable quantities 
daily. The powder has been found very satis- 
factory as a dressing or as a 25 per cent oint- 
ment using a special base* consisting of the 
following: 


Cetyl alcohol ...... 15.0 grams 

Propylene glycol ...................-.-.-- 10.0 grams 
Water 72.0 grams 


This red cell salve when applied to indolent 
ulcers and other chronic or non-healing wounds 
has a very satisfactory effect. In the series of 
cases which we have observed, no pain or dis- 
comfort has been denoted as is sometimes the 
case when the powdered cells.are used. It is 
our feeling that there is an advantage to drying 
the cells before incorporating them into the oint- 
ment base since we believe that this tends to 
reduce the danger of their putrefaction. At the 
present time, we do not include any antiseptic 
drug in the ointment; however, it may be wise 
under certain circumstances to include anti- 
septics, particularly if the material is to be kept 
for long periods of time. 

The use of red blood cell ointments in the 
treatment of chronic lesions may be exemplified 
by the following cases: 


Case 2.—An elderly woman had marked signs and 
symptoms of B complex deficiency. Numerous trophic 
ulcers of the lower extremities were associated with 
a senile dermatitis, elevated blood pressure and marked 
arteriosclerosis. The patient was placed on a high vita- 
min intake; given B complex intravenously with marked 
improvement in nutritional state, but no improvement 
in skin lesions after two weeks’ observation. Human 
red cell paste was applied daily. After twenty-four 


*L. A. Weidle, F.A.C.A. of Knight Drug Co., St. Louis, Mo. 
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hours improvement was noted and the ulcers were com- 
pletely healed after seven days of continuous appli- 
cations. 


Case 3—A middle aged man had a spinal cord tumor 
with complete paralysis of the arms and legs and large 
decubitus over the sacrum. Daily application of 25 
per cent red cell paste resulted in healthy granulation 
and marked decrease in size of the lesion in a ten-day 
period. 

Similar results have been obtained in burns, 
diabetic ulcers, and so on. There is, we be- 
lieve, a distinct advantage in the use of red cell 
paste at least from the standpoint of application, 
and since results seem entirely satisfactory, we 
prefer this form. 

It should be emphasized, however, that the 
factor responsible for the improved healing of 
the wound is not known and is apparently not 
limited to the red cells. Plasma, either liquid 
or powder, may give equally good results. Dried 
plasma may be made into a dough and applied 
directly to extensive lesions, such as burns and 
decubitus ulcers, with good results. At the 
present, considerable effort is being made to 
determine whether or not animal red cells can 
produce effects similar to those of human red 
blood cells. The importance of this is quite 
obvious, since the demand for red blood cell 
paste and powder, if it became sufficiently 
great, could not be met adequately and eco- 
nomically through human donor material. 


CONCLUSIONS 


(1) Red blood cell suspensions, either dilute 
or concentrated can be used to advantage when- 
ever it is necessary to enhance the oxygen- 
carrying capacity of the blood. 

(2) The incidence of reactions from such 
transfusions is well within the range found when 
whole blood is transfused. 


(3) It is necessary to type and cross-match 
such material very carefully. 


(4) Red blood cells either as sludge, powder 
or paste, are helpful in the healing of many 
types of chronic lesions of the skin. 
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SOME CLINICAL AND PUBLIC HEALTH 
HAZARDS IN THE SOUTHERN 
UNITED STATES* 


By ERNEST CARROLL Faust, Pu.D. 
New Orleans, Louisiana 


INTRODUCTION 


The last two decades have witnessed marked 
reduction in morbidity and mortality of many 
of the communicable diseases throughout the 
United States, and to a considerable degree the 
South has participated in this satisfactory trend. 
Improvement has been due in no small measure 
to the recognition by the physician that several 
of these diseases can be prevented by immuniza- 
tidh, while others need not develop if precau- 
tions are taken to guarantee clean water and 
food and to safeguard sewage disposal. New 
chemotherapeuticals, particularly the sulfona- 
mides and penicillin, have proven to be almost 
miraculous at times in controlling certain respira- 
tory, digestive and blood stream infections. 
Moreover, yellow fever has not appeared in the 
United States for many years, malaria has shown 
a remarkable decrease since the depression of a 
decade ago and bubonic plague has not been 
reported in the Southern States for nearly a 
quarter of acentury. Thus, it might appear from 
this recital of the favorable items on our health 


*Read in Section on General Practice, Southern Medical As- 
sociation, Thirty-Eighth Annual Meeting, St. Louis, Missouri, 
November 13-16, 1944. 

*From the Department of Tropical Medicine, Tulane Uni- 
versity School of Medicine, New Orleans, La. 
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ledger that a period will soon be at hand when 
diseases in the United States will consist pri- 
marily of the metabolic and constitutional dif- 
ficulties which are assuming a more prominent 
role as the lifespan of our population is increased. 
Although there is potential truth in this belief, it 
is not yet based on accomplishment. 

It is my purpose to present briefly some of 
the danger signals which are appearing in the 
field of infectious diseases and to indicate how 
the physician may serve as a first line of defense 
not only to prevent their dissemination but to 
contribute materially to their control and event- 
ual extinction. One potential source of certain 
communicable diseases is the large body of 
troops returning from duty overseas, but sources 
of many important diseases exist within our own 
country. 


DISEASES IN OVERSEAS MILITARY ZONES 


Military forces which have been trained or 
have fought in the Mediterranean area, in the 
Middle East, India and Burma, the South and 
Southwest Pacific, and are now entering the 
Sino-Japanese areas, have been exposed or soon 
will be exposed to many infectious diseases. 
These include malaria, the dysenteries, cholera, 
plague, the typhus group of fevers, dengue and 
sandfly fever, relapsing fever, leptospirosis, yaws, 
Oriental sore and kala-azar, Bancroft’s filariasis, 
schistosomiasis, clonorchiasis, hookworm disease, 
leprosy and mycotic infections. The list is im- 
pressive but it requires careful analysis to de- 
termine which of these diseases are likely to be 
brought home by returning troops and which ones 
may conceivably become established in our midst. 

Our task forces in malarious areas are on sup- 
pressive atabrine therapy, which is highly effec- 
tive in preventing the development of malaria 
to clinical level. Moreover, cumulative evidence 
is demonstrating that full suppressive treatment, 
when taken consistently over the period of ex- 
posure, with few exceptions cures the malignant 
falciparum type of the disease. This is not the 
case with the less dangerous, but nevertheless 
debilitating tertian malaria, which tends to re- 
lapse repeatedly after suppressive treatment is 
discontinued. This group of malaria patients is 
seen in military hospitals today and will be re- 
turned to home communities tomorrow. It is the 
duty of every physician to keep this fact in mind, 
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to inquire of every future patient who has been 
overseas if he has had malaria and to govern his 
diagnostic decisions accordingly. It is even more 
important that these exotic strains of tertian 
malaria, to which we Americans are apparently 
highly suceptible, be kept from becoming es- 
tablished in our own malaria mosquitoes lest they 
produce epidemics. 

Both bacillary and amebic dysentery have 
occurred in our overseas forces. Acute epidemics 
of severe bacillary dysentery have fortunately 
been of short duration and have been terminated 
by sulfonamide therapy and by the installation 
of sanitary services. Some patients may main- 
tain the infection in a chronic form for years 
and some of them will undoubtedly be seen by 
physicians in their home towns. No extensive 
outbreaks of amebic dysentery have been re- 
ported in American forces but amebiasis is 
more likely to develop subtly and be retained as 
a moderately or severely disabling infection for 
years to come. Another decade will be re- 
quired to assess this hazard. Cholera may today 
be prevented to a considerable extent by vac- 
cination, and once acquired may be treated with 
fair success by sulfonamides. Even should any 
of our forces acquire the disease, it seems highly 
improbable that it will reach our shores and 
become established. 


Plague is prophylactically amenable to vac- 
cine and in its bubonic and early septicemic stage 
frequently yields to sulfonamides. The only way 
in which it can conceivably be brought anew to 
the United States is in rats which get ashore from 
ships. Ship fumigation for rats is normally a 
very effective quarantine measure for plague. 


Typhus fever has occurred only in extremely 
rare instances among American forces quartered 
in endemic or epidemic areas, as a result of vac- 
cination and very effective delousing measures. 
Louse-borne typhus is not likely to reach the 
United States in returning troops. Scrub typhus 
(tsutsugamushi disease) is transmitted by the 
chigger, Trombicula. It is prevalent from Japan 
to Australia and has developed in some of our 
forces in New Guinea and nearby islands. Thus 
far the immunological aspects of this disease 
are incompletely understood and no specific vac- 
cine has yet been developed. However, there 
is only a remote possibility that this infection 
will be brought back in returning troops, unless 
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by chance some of the convalescents continue to 
harbor the rickettsia bodies in unapparent form. 
Tick typhus and “Q” fever, a related tick-trans- 
mitted disease, have not been reported in Ameri- 
can forces overseas. These diseases are not 
likely to get through the disinfestation barrier 
at our ports of disembarkation. 

Dengue and sandfly fever have been very 
incapacitating diseases in large numbers of per- 
sonnel in several theaters of military activity, but 
I know of no fatalities which have occurred in 
our forces who have contracted these diseases. 
The virus of dengue is infective for the mosquito 
and that of sandfly fever for the sandfly only dur- 
ing the first day or two after clinical manifesta- 
tions develop, following which patients are no 
longer transmitters. Should infected mosquitoes 
or sandflies reach our shores, it is conceivable 
but improbable that minor epidemics might 
develop. 


No cases of relapsing fever have been reportec. 
among our overseas forces. The louse-transmitted 
type frequently coéxists with typhus fever and is 
controlled by the delousing measures which have 
been effective in preventing typhus. Tick-borne 
relapsing fever is sporadic or endemic but has 
produced no serious difficulty among American 
forces abroad. Leptospirosis, which occurs in 
many etiological and clinical varieties in the 
Dutch East Indies, Malaya, Indo-China, For- 
mosa, China and Japan, has not yet been en- 
countered by our troops. Yaws is prevalent 
among natives throughout the Central, South and 
Southwest Pacific and some of our troops may 
have contracted this disease. It is amenable to 
antisyphilitic therapy. It remains to be seen 
whether this group of spirochetal diseases will be 
brought into this country in returning troops. 


Oriental sore, the cutaneous type of leish- 
maniasis, and kala-azar, the visceral type, are 
protozoan infections which are transmitted by 
sandflies. The former disease has already been 
diagnosed in several hundreds of our troops in 
the Near East and Middle East and all recog- 
nized cases have been given vigorous treatment. 
Kala-azar extends from Eastern India through 
Assam and Northern Burma, West and North 
China to Shantung Province and Manchuria. 
Isolated cases have been diagnosed in troops 
who have been quartered in endemic areas and 
many more will possibly develop. It is not im- 
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probable that cases of both these infections will 
pass through the efficient screening of military 
doctors and be seen in dermatological and in- 
ternal medicine services in many clinics in our 
country. But there is as yet no reason to be- 
lieve that from these returning cases either 
disease will develop endemically in the United 
States. 


Our troops have resided for many months in 
several areas where Bancroft’s filariasis exists in 
native populations, but infection among military 
personnel has been reported from only one area, 
the Samoan-Ellice-Wallis group of islands in the 
South Pacific. Here epidemiological conditions 
have been unusually favorable for contracting 
the disease: (1) it is hyperendemic among the 
natives, (2) the microfilariae produced by the 
mother worms are constantly found in the cir- 
culating blood of infected natives, (3) day-biting 
mosquitoes are the transmitters and have a high 
incidence of infection, and (4) American troops 
were at first quartered close to, or within, native 
villages and mingled freely with infected in- 
dividuals. The number of Americans who have 
become infected is rather large and patients with 
the early stages of filarial lymphangitis and 
lymphadenitis, or during periods of remission, 
have been returned to many military hospitals 
in the United States. Thus far very few patients 
have exhibited microfilariae in their circulating 
blood, even though the biological incubation 
period has long since elapsed, and until the em- 
bryos reach the blood stream there is no danger 
of transmission to mosquito vectors. Many of 
the infected individuals are periodically incapaci- 
tated for strenuous work, but it is too early to 
assess their permanent disability. All of these 
individuals should be kept under observation, 
both for their own sakes and for their com- 
munities. But they should be disabused of the 
idea that they have contracted an unclean 
disease. 

Schistosomiasis is a helminthic infection in- 
volving the mesenteric and vesical venules, their 
tributaries from the bowel wall and bladder and 
the drainages into the liver, lungs and other vis- 
ceral organs and tissues. There are three etiologi- 
cal agents of the disease, each requiring its own 
particular snail as intermediate host. Man ac- 
quires the infection from contact with quiet fresh 
water contaminated with infected snails. These 


SOUTHERN MEDICAL JOURNAL 


May 1945 


disease entities have an extensive distribution in 
certain countries of Latin America, in Tropical 
and North Africa, the Near East, Middle East, 
extensive areas in China, and minor foci on 
Formosa, the Philippines and Celebes. Only a 
few cases have thus far been discovered among 
American forces, but as we move into China th¢ 
Oriental type of schistosomiasis is bound to be 
contracted. Some of the infected individuals will 
be returned to civilian life without specific diag- 
nosis and will require attention by their local 
physicians, yet the likelihood of the disease’s 
becoming established in our midst is remote. 

Clonorchiasis is an Oriental helminthic infec- 
tion contracted from eating raw or inadequately 
cooked freshwater fish. It is prevalent in China, 
French Indo-China, Japan and Korea. Possibly 
isolated cases of infection may develop among 
armed forces but the public health hazard is 
rather slight. 

Hookworm infection is already a medical prob- 
lem in certain of our overseas forces. Most of 
it will be diagnosed and eradicated before the 
cases are returned home; nevertheless diagnoses 
may be missed and some individuals may return 
to this country with the infection. If they settle 
in certain rural communities in the South these 
exotic strains of the disease may become in- 
digenous in our population. 


Leprosy exists in native populations in prac- 
tically all tropical theaters of present or projected 
military operations. If our stay is prolonged, 
there may eventually be a few cases of the 
disease brought back home, as occurred after the 
Philippine campaign of the Spanish-American 
war. 

Mycotic infections, particularly the derma- 
tomycoses, constitute an important cause of dis- 
ability among troops in the moist Tropics. They 
are practically impossible to avoid, difficult to 
control and refractive to treatment under climatic 
conditions which prevail in many of these areas. 
Dermatologists will undoubtedly see a great 
wealth and variety of these infections in the years 
ahead. 


DISEASES ENDEMIC IN THE UNITED STATES 


Impressive as the diseases are which constitute 
serious problems affecting our fighting strength 
in Tropical war zones they are on the whole less 
serious hazards to us than the diseases existing 
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in our own communities. We ought not to pre- 
pare exclusively for an invasion by exotic dis- 
eases, when we have many similar diseases in 
our own country and abundant opportunities for 
their epidemic development. Let us review the 
record. 

Endemic or murine typhus, which has been 
known to exist in the United States for less than 
twenty years, has gradually increased until today 
south of the northern border of Tennessee it is 
a serious disease hazard all the way from the 
Atlantic Coast to Southwestern Texas. For this 
we may thank our own ineffectual, half-hearted 
efforts to eradicate our domestic rats. In our 
granaries and food stores, in our peanut, corn 
and sweet potato fields, in our homes, wherever 
clean food or garbage is available, rats continue 
to breed. In them the disease is enzodtic; their 
fleas transmit it to man. Must we wait until this 
disease becomes as virulent as it is in Mexico 
and China and many deaths occur before we 
become aroused to the danger? 

The rat presents another hazard which may 
soon be imminent in the Central, Southern and 
Atlantic Coast states. I refer to plague. Our 
front doors along the Gulf and Atlantic coasts 
are fairly well protected by quarantine against 
the introduction of plague from ships but our 
back doors are wide open. When plague was in- 
troduced into San Francisco from the Orient in 
1900 it became established in the rat population 
and was never completely eradicated. When the 
earthquake and fire of 1906 drove the rats out 
of the city, they and their fleas transferred the 
infection to ground squirrels and other wild 
rodents. First the rodent plague spread up and 
down the Pacific Coast, then penetrated the 
Sierras, later crossed the Western Desert, and 
during the last few years has spread through the 
Rocky Mountains to the Great Plains, where it 
has recently been diagnosed in gophers and other 
prairie rodents from North Dakota to Oklahoma 
and Texas. Even the cotton rat, which is semi- 
domestic in its habits, has now become a host to 
the disease. Only a few years will probably be 
required for plague in wild rodents to travel 
eastward and southeastward to centers of human 
population with their domestic rats. Then out- 
breaks of human plague may be expected. 
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Mosquito-transmitted infections constitute an- 
other focal point of danger. First of all let us 
consider malaria. This disease is today greatly 
reduced in amount and greatly restricted in its 
territory. As a result of concerted‘ efforts from 
many quarters, both local and Federal, we no 
longer have counties with malaria death rates 
like those of malarious countries in the Tropics. 
Yet today there are a few areas in the South 
in which danger signals are reappearing. As 
long as the important malaria-transmitting mos- 
quito, Anopheles quadrimaculatus, is allowed to 
breed from the Great Plains to the Atlantic, 
malaria will remain a potential hazard. 

The common domestic mosquitoes and their 
close relatives constitute another group of actual 
or potential transmitters of disease. Yellow fever 
has not entered the United States since 1905, 
but the transmitter, Aedes aegypti, is prevalent 
throughout the South and is particularly abund- 
ant during the late summer and early fall. Dur- 
ing the period September 1 to October 15, 1944, 
14 per cent of inspected premises in New Or- 
leans were breeding this mosquito. This is the 
same mosquito which is the common transmitter 
of dengue, a disease that has appeared in mod- 
erately epidemic form in the lower Rio Grande 
counties of Texas during the last few years and 
is reportedly sporadic in several other Southern 
localities (South Carolina, Florida, Mississippi, 
Louisiana). As long as Aedes aegypti breeds in 
our empty tin cans, jars and vases, barrels and 
tanks, and in old rubber tire casings, there is 
the imminent or potential danger of dengue and 
even of yellow fever. Finally, mosquitoes are 
the most common transmitters of equine en- 
cephalomyelitis. Recent evidence indicates that 
the virus exists in mosquitoes even when the 
disease is relatively quiescent in the human pop- 
ulation. War on these mosquitoes will save 
human life. 

Tick-transmitted diseases existing in the 
United States include Rocky Mountain spotted 
fever, Q fever, Bullis fever, relapsing fever and 
tularemia. All of these except Q fever are en- 
demic in the South. Rocky Mountain fever and 
tularemia occur in every Southern state, while 
relapsing fever is prevalent in Oklahoma and 
Texas, and Bullis fever is endemic in Texas. 
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Ticks can not be eradicated as easily as rats 
or mosquitoes but thought should be directed to 
the prevention of unnecessary illness and death 
due to these tick-transmitted infections. 
Although the morbidity and mortality of hook- 
worm disease of a quarter century ago have 
been greatly reduced, the etiological agent is 
widely distributed throughout the Carolinas, 
Georgia, Florida, Alabama, Mississippi, Arkansas 
and Louisiana, and several thousand cases are 
reported from these states annually. This not 
only constitutes a blemish on the health record 
of the South but continues to be an unnecessary 
economic drain on our rural population. 
Amebiasis constitutes a widespread infection 
throughout the entire United States, with an 
estimated 10 per cent incidence. In the South 
conditions of warmth throughout the greater part 
of the year favor a high incidence, particularly 
when methods of transmission are not controlled. 
This is especially true in the rural counties of 
the Southern Appalachians and in our eleemos- 
ynary institutions. We are all concerned when 
epidemics of frank amebic dysentery develop in 
a family, a hotel or an institution, or when ful- 
minating amebic liver abscess occurs. But we 
fail to realize that about 10 per cent of appendi- 
citis coming to operation in the South is amebic 
in origin and that many more persons suffer from 
obscure varieties of amebic colitis, which should 
be diagnosed and treated with amebicidal drugs. 


Shigella colitis is equally widespread. In its 
acute manifestations it is usually accurately 
diagnosed and now we fortunately have relatively 
effective therapy in some of the sulfonamides, 
as sulfadiazine and sulfasuxadine. But most of 
the chronic cases of the Sonné type remain un- 
recognized and are responsible for years of in- 
validism. Typhoid and salmonella infections, 
which are well known to every practitioner of 
medicine, constitute other controllable enteric 
diseases which should be liquidated. 


I need not refer to the diseases commonly con- 
tracted in childhood, to meningicoccic infections, 
the pneumonias, influenza, rabies, undulant fever 
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and tuberculosis, all of which continue to be 
serious health hazards, even though their inci- 
dence has been reduced in recent decades. 


GENERAL CONSIDERATIONS AND CONCLUSIONS 


It is becoming increasingly evident that the 
exotic diseases of the Tropical war zones have 
created fear in the minds of many individuals, 
physicians and laymen alike, because these in- 
fections were strange to many of us who had no 
experience in their etiology, diagnosis, treatment 
and control. But in recent years the vision and 
scientific ingenuity of our medical men have 
brought many of these diseases under control. 
Typhus and yellow fever, and to a certain extent 
cholera and plague, have yielded to immuniza- 
tion. Insecticides and arthropod repellents have 
been found to be very effective in controlling 
malaria, dengue, sandfly fever and filariasis. 
Suppressive atabrine treatment has minimized 
tropical falciparum malaria but vivax malaria re- 
mains as a hazard in its recurrent form. Ban- 
croft’s filariasis is the only other infectious dis- 
ease thus far contracted by significant numbers 
of troops who have thus far become incapacitated 
for any length of time as a result of the infection. 


In contrast, here in our own communities in 
the South murine typhus and Rocky Mountain 
spotted fever are on the increase; amebiasis, 
shigellosis and salmonellosis have never been 
frankly faced as serious clinical and public health 
dangers; we may soon be exposed to plague com- 
ing in through the Prairie States; we still have 
the common communicable diseases in appreci- 
able amount; malaria and hookworm disease re- 
main to be eradicated, and dengue and encephal- 
omyelitis are potentially epidemic. We need to 
develop a consciousness of the diseases of the 
Tropics and the Orient and a knowledge of their 
recognition, in order to give medical service to 
returned troops and protection to our communi- 
ties. At the same time we need to tackle our 
own disease problems with renewed intelligence 
and vigor, so that they will not become increas- 
ing hazards to health and happiness. 


we 
at 
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MINIMAL STANDARDS FOR STERILITY 
SURVEYS* 


By E. C. Hamsien, M.D. 
Durham, North Carolina 


Undesired sterile mating occurs in 10 to 15 per 
cent of married couples and often occasions a 
grave impediment to their happiness. The need 
for an understanding and efficient medical ap- 
proach is no less desirable for these couples than 
ihat for many other patients with more obvious 
organic or functional diseases. The war has 
intensified the desire for children with the result 
that more childless couples than formerly seek 
medical counsel. A sign of the times is that some 
organizations, which previously had concerned 
themselves almost wholly with contraception, 
now take an active interest in sterility. There 
has been formed recently the American Associa- 
tion for the Study of Sterility. The deliberations 
of this association should provide fruitful con- 
tributions to our knowledge. 


When a childless couple seeks medical aid, too 
often it encounters indifference, inability or 
therapeutic empiricism. Too seldom is there a 
thorough diagnostic investigation. Too often is 
treatment insecurely founded. The result com- 
monly is the loss of valuable time for the in- 
dividuals, their discouragement and a useless 
expenditure of their funds. 


There is at present no organization which has 
taken upon itself the delineation of minimal 
standards for sterility surveys. There is, how- 
ever, a consensus of active workers in the field 
in this respect. Each childless couple which seeks 
medical counsel should receive examinations 
which fulfill these minimum requirements before 
diagnoses are hazarded, a prognosis given or 
treatment initiated. 


PRELIMINARY ARRANGEMENTS 


Prior to starting a sterility survey, preliminary 
arrangements save time, avoid misunderstand- 
ings and promote better cooperation. 


*Read in Section on Gynecology, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944, 

*From the Endocrine Division of the Department of Obstetrics 
and Gynecology, Duke University School of Medicine and Duke 
Hospital, Durham, N. C. 
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Indoctrination.—A couple which understands 
the scope, aims and time elements of the examina- 
tions cooperates well. A preliminary indoctrina- 
tion of the couple is almost paramount to an 
efficient progress of the survey. This medical 
education can be carried out by conferences 
which are time-consuming or the patient may be 
provided with reading material which answers 
most of their questions. I have prepared a small 
primer! which has saved us many hours of talk- 
ing and which has provided understanding pa- 
tients. There should be a firm and unyielding 
insistence that both individuals of the couple 
undergo examination, preferably presenting them- 
selves simultaneously for their first examinations. 


Cost.—It has been our experience that child- 
less couples appreciate a frank estimate of the 
expenses to be incurred in a sterility survey. We 
have established flat rate charges for the entire 
examination, including roentgenologic fees and 
other laboratory charges. 


Time Requirements.—Both the physician and 
the patients want to conserve their time. Pa- 
tients often come from a distance so that travel 
and travel expense are important items. It is, 
therefore, advisable that the number of visits be 
kept to a minimum by combining as many tests 
at one visit as is possible. Accordingly, we plan 
the first appointment for the couple when the 
wife may have her tubal test. Therefore, during 
the couple’s indoctrination, the wife is instructed 
to communicate with us on the first or second 
day of her menstrual period when she requests 
appointments for her and for her husband. The 
appointments are given so that they coincide 
with a time covered by the third to seventh day 
after the cessation of flowing. By making early 
these arrangements, adequate time can be allotted 
the couple for the necessary examinations. 


- SCHEDULE FOR STERILITY EXAMINATIONS 


As a rule, the sterility survey may be com- 
pleted in three visits, the last visit being reserved 
for a conference with the couple. We believe that 
an office conference, if possible, is far more 
satisfactory than a formal written report. The 
schedule of these visits and nature of the pro- 
cedures done, in the order that they are carried 
out, are summarized in Tables 1, 2 and 3. 


These studies represent the minimal require- 


} 
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ments. Not infrequently, the repetition of tests 
may be advisable. One of the advantages of flat 
rate charges is that no opposition is encountered 
from the couple because of increased expense 
when studies are repeated. 

Findings may warrant additional studies. As a 
rule, these studies embrace measures to quantify 
levels of pituitary and ovarian function of the 
wife and measures for further study of spermato- 
genesis of the husband for determining the 
patency of his seminal pathway. Some of these 
not commonly necessary special tests are sum- 
marized in Table 4. 


FIRST VISIT, WITHIN 3 TO 7 DAYS FOLLOWING 
CESSATION OF MENSTRUATION 


Schedule Nature of Procedures 
Wife Husband 
Registration 
BMR 


History and general examination 


Hbg., RBC count, urinalysis and serology 
X-ray of sella turcica 


Urologic and endocrine 


First 
Morning 


Gynecologic and endocrine 


surveys surveys 
Seminal examination 
Second Postcoital test 
Morning Tubal test 


Basal rectal temperature records 
Posttubal test delayed x-ray 
Conference on available data 


Second 
Afternoon 


Table 1 


SECOND VISIT, WITHIN 18 HOURS AFTER ONSET 
OF MENSTRUATION 


Endometrial biopsy. Should not be done if tubal status 
has not been satisfactorily established. 

Husband. No visit required, unless for repetition of a previous 
test. 


Wife. 
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COMMON DIAGNOSTIC TESTS 


A discussion of these should be preceded by 
an emphasis upon the general information ob- 
tained from the history and general physical 
examination. These procedures not only may 
supply pertinent data of sterility-producing 
factors but may afford a “screening mechanism,” 
the results of which should not be ignored. Not 
all couples who seek counsel for their childless- 
ness should become parents. When the diagnostic 
data warrant this conclusion, the sterility survey 
should not be continued and, instead, the couple 
should be counseled frankly in their unfitness for 
parenthood. 


Seminal Examination—This is the most im- 
portant of the husband’s examinations. A con- 
tinence of two to four days should precede the 
tests. A longer period of continence may yield 
better seminal values. The seminal specimen 
should be obtained by masturbation or with- 
drawal and not by condom. The spermatocidal 
effects of chemicals used in the manufacture of 
condoms lead to many false reports of necro- 
spermia. The examination should be made, if 
possible, within an hour after collection of the 
specimen. Precautions to keep the seminal fluid 
warm are unnecessary and often lead to over- 
heating by the over-zealous. Undue chilling 
should be avoided. There is no substitute 
for an examination of fresh seminal fluid. The 
postcoital test is not a substitute although it is 
too commonly employed in this capacity. 

The scope of the studies made upon the sem- 
inal fluid is indicated in Figs. 1 and 2 which 
reproduce the seminal sheet which is incorporated 
into our records. 


OTHER SPECIAL TESTS, WHICH ARE NOT 
COMMONLY DONE 


Table 2 


THIRD VISIT, WHEN STUDY OF ENDOMETRIAL BIOPSY 
SPECIMEN COMPLETED 


Wife. Conference. Final diagnosis, prognosis and therapeutic rec- 
commendations. 


Husband. (Conference is postponed if repetition of endometrial 


biopsy and other special studies are advisable) 


Wife. Quantitative studies of urinary gonadotropins, and 
Quantitative studies of urinary 17-ketosteroids, when 
ovarian or pituitary failure exists. 


Husband. Testicular biopsy, to evaluate spermatogenesis when 


seminal counts are low or when there is aspermia. 
Testicular biopsy or testicular and epididymal punc- 
tures, when differentiation of aspermia due to ductular 
blockage or spermatogenic failure is required. 
Urethroscopic catheterization of ejaculatory ducts, vaso- 
puncture or epididymotomy and _ vasocatheterization, 
when localization of obstruction in seminal pathway is 
necessary. 


Table 3 


Table 4 


pee 
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REPORT ON SEMINAL FLUID EXAMINATION 
ENDOCRINE DIVISION, OUKE HOSPITAL 


Nome Ouration of Conti 


Method of Collection 
Age History Number -—-- Time of Collection 
Date Specimen Collected --.. Time Examinotion Begun 
PHYSICAL CHARACTER Volume ce. Reaction pH 
IMMEDIATE MOTILITY. 7ofo/ Per Cent Motility ____ Total Per Cent Normal Motility 
Types of Motion: Progressive Vibratile %; Undulatory Tactile____ %, Stationary 
Bunting %, Rotary Swimming — %, Pendylum Swimming %. 


ENOURANGE Fer Cent of Spermatozoa Motile, 


At Room Temperature: After 2 hrs. %;, 4 hrs. %;, 6 hrs. %o, 24 hrs. %; 
At Ice Box Temperoture: After 2 hrs.__-_- % 4 6 hrs. %, 24 hrs. %; 
At 37° Centigrade: After 2 hrs.____% 4hrs.. %; 6 hrs.___%; 24 hrs. %. 
COUNT umber per cc. ; Total Number in Specimen 
Total Number Motile Spermotozoag___.; Tota/ Normally Motile Spermatozoa 
MORPHOLOGY J7ofa/ Number of Spermatozoa Counted 
Normal Spermatozoa: Number Per Cent 
Abnormal Spermatozoa: Number Per Cent 
Cells of Seminal Epithelium: Number Spermatozoa 
Other Epithelial Cells: Number/iOO Spermatozoa 
Leukocytes: Number/IOO Spermatozoa 
Erythrocytes: Number/IOO Spermatozoa 
Bacteria: Number /i100 Spermatozoa 
CYTOLOGIC INVENTORY. (Abnormal Spermatozoa) Number Per Cent 
Anomalies of Age: 


Spermatids: Number Spermatozoa 


Fig. 1 
Front of sheet used for seminal data. 
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The values obtained from seminal studies in 
healthy fertile males****® show considerable 
variation. The commonly accepted average 
normal values are given in Table 5. 


AVERAGE NORMAL SEMINAL VALUES 


Volume, 4.0 c. c. 

Purposeful motility, 80 to 95 per cent. 

Cytologic normalness, 80 per cent or better. 

Endurance at room temperature, majority motile after 24 hours. 
Number (average minimal) 60,000,000 per c. c. 

Average recovery time after coitus, 48 hours or less. 


Table 5 
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Postcoital Test—This test should be done 
about the time of ovulation, for then the cervical 
mucus normally is most receptive to and pene- 
trable by the spermatozoa.® The test should be 
made within one hour after coition. The wife 
should not be concerned with vaginal spill of 
the seminal fluid and precautions to avoid this 
are unnecessary. The test seeks to identify motile 
spermatozoa in the endocervical fluid and mu- 
cous plug. The vaginal cervix should be sponged 
thoroughly to avoid contamination of the endo- 
cervical specimen by spermatozoa adherent to it. 
When a Ringer’s solution preparation of the 


SEMINAL EXAMINATION (CONTINUED) 


CHEMICAL STUDIES 


OTHER OBSERVATIONS 


Date of Report 


Signature 


POST COITAL TEST. ODay cf Wife's Cycle 


Dote 


Basal Rectal Temperature of Wife Morning of Test 


Elapsed Time Since /ntercourse 


Cervical Fluid: Average Number Spermatozoa /High Power Field 


Average Per Cent Motile 


Cervical Mucus: Penetration by Spermatozoa, Normal 
Average Number Spermatozoa/High Power Field 
Average Per Cent of Penetrated Spermatozoa Motile 


(Stained Preparation) Leukocytes 


Fluid from Seminal Pool: Average Number of Spermatozoa/High Power Field 


Average Per Cent Motile 


Abnormal 


Erythrocytes Bacteria 


Signature 


Date of Report 


OTHER OBSERVATIONS ON CERVICO-SEMINAL COMPATIBILITY. 


Fig. 2 
Back of sheet used for seminal data. 
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endocervical fluid and mucous plug is examined, 
motile spermatozoa should be found normally 
in the endocervical fluid and in the mucous plug. 
The speculum appearance of the vaginal cervix 
does not warrant a conclusion as to cervical 
hostility. When dead spermatozoa are found in 
the endocervix, endocervical hostility is estab- 
lished, providing a previous seminal examination 
of the husband has established spermatozoa 
motility. When no spermatozoa are found in the 
endocervix, a fault of delivery or reception is 
indicated. Other diagnostic data should differ- 
entiate which of these two faults exists. 


Tubal Test.—This is the most important of 
the examinations of the wife. The tubal test 
should be done within three to seven days fol- 
lowing the cessation of bleeding. It should not 
be done premenstrually. The test should not be 
performed when there is acute or subacute in- 
fection in the genital tract. The test should not 
be done within three months, preferably six 
months, following a curettage, endometrial 
biopsy, abortion or delivery. This procedure re- 
quires sterile precautions. It is not a painful 
procedure. Anesthesia is not necessary and has 
proven dangerous. 


We prefer a simple method which employs 
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iodized oil (Fig. 3). The oil is injected under 
fluoroscopic control. Fluoroscopic data are com- 
plemented by roentgenograms. A delayed roent- 
genogram, three to twenty-four hours after the 
test, should be done to interpret abdominal 
scatter of the iodized oil. 


It has been our experience that, as commonly 
carried out, tubal insufflation with gas’ yields 
much less trustworthy data and entails more 
discomfort to the patient than when iodized oil 
is employed. 

When the first tubal test indicates doubtful 
findings or when tubal obstruction is en- 
countered, further tubal tests at monthly or less 
frequent intervals should be done. The endo- 
metrial biopsy, which normally follows the tubal 
test, should be delayed until the tubal state be- 
comes satisfactory. The tubal test with iodized 
oil is the most satisfactory therapeutic method 
for overcoming tubal obstruction. 


Endometrial Biopsy.— This constitutes the 
most practical measure of the quality of ovarian 
function. It affords inference of the occurrence 
or non-occurrence of ovulation. The endometrial 
biopsy does not date the time of ovulation. The 
biopsy test is not difficult and is not painful to 
the extent of requiring an anesthesia. We prefer 


Fig. 3 


be method of uterosalpingography with iodized oil. (From Hamblen, E. C.: Endocrine Gynecology. 


C. Thomas, Publisher, 1939.) 


Springfield, Illinois: 
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the punch type of biopsy instruments (Fig. 4). 
The specimen is taken by sterile procedure 
within the first eighteen hours after the onset of 
bleeding. The purpose of the test is to establish 
the stage of endometrial proliferation when the 
cycle terminates. If the test is postponed longer 
than twenty-four hours after the onset of bleed- 
ing, sloughing of the endometrium may provide 
inadequate tissue for study. The tissue is fixed, 
mounted and stained by the usual methods. 

When endometriums other than full blown 
or mature progestational ones are encountered, 
the test should be repeated at the onset of the 
next flow. This is to avoid giving significance 
to what might have been a chance variation. The 
presence of an estrogenic or interval endo- 
metrium at the onset of flowing signifies the 
non-occurrence of ovulation. The presence of 
immature or early progestational endometriums 
at the onset of flowing suggests either the non- 
occurrence of ovulation or a hypoprogestinism 
which may impair nidation.* 


Basal Rectal Temperatures.—A carefully kept 
and studied chart of basal rectal temperatures 
may permit dating of the time of ovulation. 
When the wife is able to date this time, she may 
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calibrate coition with the time of optimal fer- 
tility. Explanation of the test and instructions 
for its performance are given on our basal tem- 
perature sheet (Figs. 5 and 6). The wife is 
taught to record her temperatures from the end 
of one period until the onset of the next. She 
may require instructions in reading a thermom- 
eter. She records these data graphically, indi- 
cating explanations for any unusual readings and 
dating times of intercourse. By conferences with 
her at the end of several cycles, she may be 
taught to recognize the midmenstrual upswing of 
temperature which indicates the time of ovula- 
tion. Subsequently she may employ this knowl- 
edge in timing coition. 

Testicular Biopsy.—The test commonly is not 
necessary. It is, ‘however, a highly important 
and valuable test for ascertaining (1) the cause 
of aspermia and (2) the severity of spermato- 
genic errors responsible for low counts and ab- 
normal morphology of spermatozoa. The pro- 
cedure is carried out in the office. The test 
is far superior to the testicular puncture and it 
is no more painful. It is not harmful. It should 
be done more often. The small bit of frothy 
testicular tissue is fixed, mounted and stained 


Fig. 4 


Technic of endometrial biopsy. (From Hamblen, E. C.: Endocrine Gynecology. 


Publisher, 1959). 


Springfield, Illinois: Charles C. Thomas, 
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BASAL TEMPERATURE RECORD 
ENDOCRINE DIVISION, OUKE HOSPITAL 


Nome History Number 
Year 
Month 
Day..... 


OVE 


Rectal Temperature 


g 


Rectal Temperature 


: 


© 
~ 


Fig. 5 
Front of basal rectal temperature sheet. 
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EXPLANATION 

Knowledge that ovulation (discharge of an egg from the ovary) occurs and when it occurs are 
essential in the investigation and treatment of sterility. The occurrence of ovulation is inferred from 
the endometrial biopsy test. The time of ovulation is estimated from a record of daily rectal tempera- 
tures. Knowledge of this time permits intercourse being had at the time of optimal fertility. 

Although it is true, perhaps, that the majority of norma! women ovuictes fourteen days before 
menstruation begins, this generalization is not true necessarily for the individual. When the menstru- 
al cycle is quite irregular, estimotion of the time of ovulation is quite impossible and impractical 
except by references to rectal temperatures. 

Although normal temperature is stated to be 98.6 degrees, slight variations from this value ‘ 
occur. Accordingly, readings of rectal temperatures must be accurately made to the nearest tenth of 
a degree. The rectal temperature normally is iower after menstruation and higher before menstrua- 
tion. There is a shift from lower to higher values at the time of ovulation. Ovulation is inferred 
when there is a rise of 0.4 to 0.6 degree or more between twenty-four hour readings. (See sample 
chart below.) 


INSTRUCTIONS 

1) Employ only a well lubricated rectal thermometer with Fahrenheit scale. Learn to read this 
occurotely. 

2) Shake down thermometer the night before! Place it on the bedside table. 

3) The first waking moment, before stirring from the bed cad before smoking, drinking or 
eating, take the rectal temperature for five minutes by the clock. Record this reading on the appro- 
priate doy on the graphic chart as a black dot, 

4) Transform the dot indicating the reading into an asterisk (see sample chart) if the previous 
night’s rest was fitful, less than eight hours or if fever, cold or other causes exist for alteration in 
temperature. Explain by notation on chort. 

5) Indicate time of intercourse by an arrow pointing to the appropriate date on the temperature 
chort. 

6) Chart days’ of menstrual flowing as illustrated on sample chart. 

7) Take rectal temperatures from one period’s end to the beginning of the next. 

8) Send these charts to your physician at the beginning of each menstrual period. 


Year... 194 
5 ! 
4 
it 
3 + i i 
¥ |_| | Indicate times jof intércpurs 
|_| Dy Pointing to tempergture 
6 
5 ‘slo 
4 Designate ony read- 
3 > ing |which |rebulted fever, | 
cbid, Fresties$ sleep, etd. 
| written instryctions 
Fig. 6 


Back of basal rectal temperature sheet. 


Tack 
+ 
| 


Vol. 38 No. 5 


by the usual methods for microscopic study. 
Study of the specimen reveals the level of 
spermatogenesis. The occurrence of normal 
spermatogenesis in conjunction with aspermia 
upon seminal examination denotes bilateral 
blockage in the seminal pathway; it then be- 
comes necessary to establish the location of this 
blockage in order to evaluate therapeutic meth- 
ods. When there is deficient spermatogenesis, 
establishment of the character and grade of this 
deficiency yields important prognostic data and 
may permit rational therapy. 


SYNTHESIS 


When these various diagnostic data are as- 
sembled, the physician should be in a position 
to indicate to the couple the causes for the 
sterile mating. Knowing these causes, he should 
be able to outline the prognosis upon the basis 
of established facts regarding the effectiveness 
of tested therapies. When the chances are poor 
for success, most couples welcome a frank state- 
ment. When no treatment is deemed necessary, 
the couple is likewise grateful for a frank state- 
ment. 


SUMMARY 


The childless couple warrants a careful and 
skillful investigation when it seeks medical 
counsel. The minimal requirements for sterility 
surveys have been outlined. 
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DISCUSSION (Abstract) 


Dr. A. R. Abarbanal, Washington, D. C—Dr. Ham- 
blen’s minimal standards coincide exactly with those I 
am presenting in my exhibit entitled, “Evaluation of 
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the Barren Marriage” in which the basic factors involved 
are presented in detail. 

A solid foundation is the prerequisite for building a 
house; the first story must be put on before the second 
story. This is why I heartily agree with Dr. Hamblen 
that, after the wife receives her initial examination, 
including a thorough gynecological check-up the complete 
evaluation of the husband’s semen comes next. This 
should include study of numbers, morphology and 
motility. As a matter of fact, in my own private prac- 
tice, the major factor in the barren marriage has been 
that of the husband’s semen in 65 per cent of the cases. 

There are two points on which I would like to take 
issue with Dr. Hamblen. The first is the manner in 
which the tubal factors are evaluated. I note that Dr. 
Hamblen routinely used iodized oil for visualization of 
the tubal lumen on each side. This I heartily disagree 
with, as do many of the outstanding men in the field, 
including Dr. I. C. Rubin. 

The disadvantages of this routine use of hysterosal- 
pinography are (1) the use of specialized and expensive 
apparatus; (2) the great amount of pain that most 
patients have; (3) the amount of head pressure is not 
controlled in the apparatus shown by Dr. Hamblen and 
(4) dangers are involved. These latter include lipoid 
salpingitis, lipoid peritonitis, lipoid parametritus, and 
even pulmonary embolism. In my opinion hysterosal- 
pingography is indicated (1) when tubal insufflation re- 
veals bilateral occlusion and the exact site is to be 
located prior to surgery; (2) repeated abnormalities of 
tubal motility patterns are found on insufflation; or 
(3) to outline tumors in the uterotubal lumen. 

On the other hand insufflation with carbon dioxide 
under a pressure of fifteen pounds or less is a safe, 
simple office procedure with little after effect. This 
method not only reveals tubal patency, but also the 
pattern of tubal motility. Since both factors are im- 
portant, both must be evaluated properly. 

The last point upon which I would like to take issue 
with Dr. Hamblen is the so-called Huhner test in which 
the cervical mucus is studied for the presence of motile 
sperm from 1-6 hours after coitus. As has been clearly 
emphasized at my exhibit here, it must be pointed out 
that there is a period of only 24-72 hours during the 
entire menstral cycle in which the cervical mucus is 
easily penetrated by sperm. The time this occurs usually 
coincides with the “ovulatory” dip in the basal body 
temperature curve, that is, about days 10-14 of the 
cycle. Therefore, it is essential that, if one secures a 
“negative” specimen of cervial mucus, the test be 
repeated at least twice more, 2-3 days apart. 


Dr. J. Milton Singleton, Kansas City, Mo—I should 
like to ask Dr. Hamblen what he does to stimulate the 
endometrium when he fails to find secretory endo- 
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metrium. I should like to have him briefly give us his 
method of testicular biopsy. 


Dr. Hamblen (closing).—There are two groups of 
clinicians as regard the method for doing tubal tests. 
I do not share Dr. Abarbanal’s fears of the use 
of iodized oil. I cannot agree that more pain is caused 
by tubal insufflation with iodized oil than by the gas 
method. My experience has been just the opposite. 
Many clinicians believe that severe complications may 
follow the use of iodized oil, but we have not ex- 
perienced these. The only untoward response we have 
ever experienced was the flare up of what apparently 
was a subacute salpingitis, unrecognized initially by us, 
following tubal insufflation with iodized oil. The course 
of this patient was not a serious or upsetting one. I have 
not observed a lipoid salpingitis, peritonitis, parametritis, 
or other complication, following the use of iodized oil. 
I feel that no hazards are inherent in our simple method 
in which we do not use a pressure control mechanism 
because we inject the oil under full fluoroscopic view 
and we use a minimal amount of pressure. We ask the 
patient to report any fullness or cramping during the 
test and we stop injecting as soon as the patient reports 
these symptoms. It is my recollection that ll of the 
severe complications from the use of iodized oil have 
occurred when these precautions were not observed or 
when the test was done in anesthetized patients. 

It is my belief that the tubal test with iodized oil 
yields fewer errors than the tubal test with gas as it is 
commonly done by clinicians. The simple method of 
injecting air into the uterus with a bulb syringe and 
auscultation over the tubal ends is notoriously deceptive. 

We find that the simple method which we have de- 
scribed permits its mastery by our house staff and 
does not make cumbersome procedure for the patient. 
All of our tests are done as office procedures and not as 
operating room ones. 

It was impossible for me in the time allotted to go into 
the various details about the different tests. The purpose 
of my talk was to present the minimal standards for a 
sterility survey. Had I had more time, I would have 
emphasized what Dr. Abarbanal said about the postcoital 
test. It is well known that there is a certain time during 
the menstrual cycle when the cervical mucus is favorable 
for spermatozoal penetration. We do the postcoital test 
as a rule about the middle of the menstrual cycle. We 
try to gage the time for doing the postcoital test by hav- 
ing the patient keep basal rectal temperature records. If 
there is a negative postcoital test we continue to repeat 
this postcoital test until we are convinced that it has 
been done under ideal circumstances, that is, about the 
time of ovulation. 


Someone has asked the question about our method 
of treating anovulatory ovarian failure when it is judged 
responsible for sterility. We employ a_ therapeutic 
schedule which is called the one-two cyclic gonadotropic 
therapy. The one-two means we use the two gonado- 
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tropins in sequence. Let me stress that a patient should 
be skin tested for possible allergy with equine gonado- 
tropin before each series of treatment. The gonado- 
tropins are given intramuscularly. We start therapy with 
equine gonadotropin on the fifth day of the cycle and 
give 400 international units daily from the fifth through 
the fourteenth day of the cycle. On the fifteenth day 
of the cycle we start therapy with chorionic gonado- 
tropin. We give 500 international units of chorionic 
gonadotropin daily from the fifteenth day through the 
twenty-fourth day of the cycle. We ask the patient to 
keep basal rectal temperature readings during this treat- 
ment and to have intercourse at the time when ovulation 
is indicated by their basal temperature record. We also 
ask them to have intercourse the day when the treatment 
is changed from equine to chorionic gonadotropin be- 
cause this is the time when we expect ovulation to occur. 
As a rule, this time coincides with basal rectal tempera- 
ture changes. 

We usually give a trial treatment and take an endo- 
metrial biopsy at the onset of bleeding which follows 
treatment. If there is evidence that a positive ovarian 
response has been secured, that is, that bleeding occurs 
from a progestational endometrium, we reserve this 
treatment for subsequent tries at pregnancy. 

We do not advise that the treatment be given month 
after month, but that it be given every three or four 
months. It should be given at such a time when it will 
be possible for the husband to be with the wife at the 
time of ovulation. It should not be given during the 
month when the husband is going to be away on the 
business trip. We believe the treatment is effective 
primarily only when it is given. It is not curative, as a 
rule. If pregnancies are to occur, they will occur dur- 
ing a series of treatment, as a rule. Most of the preg- 
nancies which we have secured from this form of treat- 
ment have occurred during the first or second series of 
treatment. We have not accredited pregnancies to the 
treatment unless pregnancies occurred during a series of 
treatment. I believe in all we have secured sixteen 
pregnancies from this form of treatment. 


The question has been asked about the method for 
testicular biopsy. These biopsies are done by the 
urological staff. The testicular biopsy is a simple pro- 
cedure. It can be done under local anesthesia in the 
office and occasions little pain and, as far as I know, 
no particular hazard. The testis is made firm against 
the scrotum. Local infiltration with an anesthetic is 
done. A small incision is made in the scrotum and in 
the testis. A small sliver of testicular tissue is removed. 
It need be no larger than a fifth of a thin dime. One 
stitch is placed. Sterile dressing is put on and the 
patient supplied with an athletic supporter. Both testes 
should be biopsied. After the biopsy test, the patient 
can carry on with his usual activities. The test does 
not require hospitalization. It is not a dangerous test. 
It should be done much more often than it is done. 
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NEONATAL MORTALITY RATES IN 
INFANTS RECEIVING PROPHYLACTIC 
DOSES OF VITAMIN K* 


By W. W. WanbbELt, Jr., M.D. 
and 
Betty WILLIs WHITEHEAD, M.D. 
Charlottesville, Virginia 


In March, 1939, we? recorded two instances 
of prothrombin deficiency in newborn infants. 
One of the infants was in addition suffering from 
persistent bleeding from a puncture wound of the 
heel. Administration of a vitamin K concentrate 
resulted in prompt rise in the prothrombin con- 
tent of the blood and cessation of hemorrhage in 
the bleeding infant. On the basis of this slight 
evidence we suggested that hemorrhagic disease 
of the newborn might be prevented and cured 
by the administration of vitamin K. Further 
studies were promptly begun to prove or dis- 
prove this therapeutic suggestion. Subsequent 
reports by ourselves and others have clearly es- 
tablished the etiology, prevention, and cure, of 
hemorrhagic diseases of the newborn. Pro- 
thrombin deficiency is the immediate cause of 
hemorrhagic disease of the newborn and this in 
turn is the expression of vitamin K deficiency 
on the part of the infant. The term, hemorrhagic 
disease, should be limited to those infants suf- 
fering from spontaneous hemorrhage, or hem- 
orrhage precipitated by trauma, in whom there 
exists a prothrombin deficiency and associated 
prolonged clotting time. We are unaware of a 
single reported case of hemorrhagic disease in 
an infant adequately protected by administration 
of vitamin K. 

Well over four thousand (4,000) infants born 
at the University of Virginia Hospital have re- 
ceived vitamin K as prophylaxis and hemorrhagic 
disease has disappeared from our nurseries. 
Previous to the routine use of vitamin K the 
incidence of hemorrhagic disease of the newborn 
was 0.3 per cent, a figure generally stated as the 
usual incidence of this syndrome. Since the 


*Read in Section on Pediatrics, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944. 

*From the Department of Pediatrics, University of Virginia 
Medical School, Charlottesville, Va. 
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routine use of vitamin K we have not found it 
necessary to give a single transfusion in our 
nurseries to control bleeding or to make up for 
extensive blood loss from frank hemorrhage. 
Previous to the advent of vitamin K our house 
staff was continually being called to the nurseries 
to check hemorrhage of serious and not serious 
proportions. The routine use of vitamin K has 
proven a most valuable nursery adjunct. 

Quite early in these studies we suggested that 
vitamin K administered to the mother previous 
to delivery might materially lessen the incidence 
of intracranial hemorrhage in the infant; that 
trauma was perhaps not the sole factor in such 
accidents but the trigger mechanism in some 
instances which initiates hemorrhage in an infant 
already a potential bleeder as a result of pro- 
thrombin deficiency. This second therapeutic sug- 
gestion will be answered when reports of suf- 
ficient size and number have found their way 
into the literature. To date one such report has 
been published. Hellman and Shettles? com- 
pared 1,206 newborn infants who received no 
vitamin K with 1,042 infants born of mothers 
treated orally two hours or more before delivery 
with 2 mg. of 2-methyl-1, 4 napthoquinone.’ In- 
fant mortality for the treated and control groups 
were 1.9 and 3.9 per cent. With cesarean section 
infants and premature infants removed from 
both groups the infant mortality for treated and 
control series was 1.2 and 2.4 per cent respec- 
tively, a differential of 2 to 1 in favor of the 
vitamin K series. If the routine administration 
of vitamin K to expectant mothers previous to 
delivery materially reduces the incidence of 
hemorrhage, intracranial or elsewhere, this 
should be reflected by a material reduction in 
the neonatal death rate. 

From March, 1940, through December, 1943, 
there were born in the University of Virginia 
Hospital 3,775 live infants weighing 1,000 grams 
or more (Series A). Each of these infants was 
given 3.2 mg. of synthetic vitamin K* intra- 
muscularly immediately after birth. In addition 
2,879 mothers of these infants received 1 c. c. of 
synthetic vitamin K intravenously or intra- 
muscularly one hour or more previous to delivery. 


*1 c. c. of the synthetic vitamin K preparation used in these 
studies contains 3.2 mg. of 2-methyl-1, 4 naptho-hydroquinone-3 
sodium sulphonate which is the equi- of 2 mg. of 2-methyl-1, 
4 napthoquinone. 
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During the years of 1937 and 1938 there were 
born in the University of Virginia Hospital 1,429 
live babies weighing 1,000 grams or more who 
received no vitamin K. This series (B) for pur- 
pose of comparison is used as a control series. 
It is freely admitted that no two series of new- 
born infants can be identical, but it seems rea- 
sonable to suppose that the size of the two series 
permits the drawing of sound conclusions if the 
prophylactic administration of vitamin K does 
in fact materially reduce neonatal mortality. 

In Table 1 the mortality rate of 3,775 (Series 
A) infants treated in a prophylactic manner with 
vitamin K is compared with the mortality rate 
of 1,429 (Series B) infants who received no 
vitamin K. No appreciable change in neonatal 
mortality rate is noted. To the contrary the 
mortality rates are discouragingly similar. 

We freely admit that there are many pitfalls 
when we attempt to compare the mortality rates 
in any two series of newborn infants. Unless 
the study is further broken down and the more 
important factors concerned with death of the 
infant are carefully compared it is easy to arrive 
at false conclusions. The chief causes of death 
to be compared are the number and the size of 
premature infants, the incidence of toxemia, 
cesarean section, breech deliveries, premature 
separation of the placenta, application of for- 
ceps, version and asphyxia. The comparison 
shown in Table 2 will serve to illustrate how 


3,773 INFANTS RECEIVING VITAMIN K 


Series A 
Total Mortality Rate Per Cent 
Live births above 1,000 grams... 
Live births above 2,500 grams... 
Live prematures (1,001-2,500 grams)...» 28.23 
Percentage of prematures above 1,001-2.500 grams... 7.78 


1,429 INFANTS RECEIVING NO VITAMIN K 
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easy it is to arrive at a false conclusion unless 
these factors are carefully considered. 

In Table 2 the mortality rates of 2,917 ade- 
quately treated infants (Series C) born of 
mothers receiving vitamin K parentally one hour 
or more before delivery and compared with 945 
inadequately treated infants (Series D) born of 
mothers receiving vitamin K less than one hour 
before delivery. Five hundred and thirty-five 
mothers in Series D received no vitamin K and 
the remainder received vitamin K at brief in- 
tervals ranging from five minutes up to one hour. 

The ratio of 3:1 in favor of the adequately 
K-treated cases might appear at first glance to 
constitute convincing proof of the efficiency of 
vitamin K. When these two series are further 
broken down the reason for the marked disparity 
in mortality rates becomes apparent. Premature 
separation of the placenta with a fetal mortality 
of 29.62 per cent occurred in 0.92 per cent of 
Series C and in 2.11 per cent of Series D. 
Eclampsia with a fetal mortality of 25.58 per 
cent occurred in 0.68 of Series C and 2.11 per 
cent Series D. Cesarean section with a mor- 
tality of 11.62 per cent occurred in 2.19 per cent 
of Series C and 7.41 per cent of Series D. Small 
prematures (1,001-1,250 grams) with a mortality 
of 86.36 per cent occurred in 0.65 per cent of 
Series C and 2.64 per cent of Series D. When 


2,917 INFANTS ADEQUATELY TREATED THROUGH 
MOTHERS ONE HOUR OR MORE BEFORE DELIVERY 
AND SUPPLEMENTED AFTER BIRTH 


Series C 
Per Cent 
Total fetal mortality above 1,000 grams... 3.53 
Total fetal mortality above 2,500 grams . 1.63 
Total premature fetal mortality (1,001-2,500 grams) 
Percentage of stillbirths (above 1,000 grams)... 1.30 


945 INFANTS INADEQUATELY TREATED THROUGK 
MOTHER ONE HOUR OR LESS AND SUPPLEMENTED 
AFTER BIRTH 


Series B Series D 
Total Mortality Rate Per Cent Per Cent 
Live births above 1,000 grams 3.53 Total fetal mortality above 1,000 grams.....__. 10.98 
Live births above 2,500 grams 0.85 Total fetal mortality above 2,500 grams... 4.50 
Live prematures (1,001-2,500 grams)_....................27.70 | Total premature fetal mortality (1,001-2,500 grams) 63.72 
Percentage of prematures (1,001-2,500 Percentage of stil!births (above 1,000 grams) 5.18 
Table 2 


Table 1 
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these facts are considered it seems reasonable 
to conclude that the higher mortality rate in 
Series D is due to the preponderance of those 
factors usually associated with death of the 
infant rather than the lack of vitamin K. The 
comparison in Table 1 would seem fully to 
justify this conclusion. 

These vitamin K studies had as their original 
purpose the prevention and cure of hemorrhagic 
disease of the newborn. This purpose would 
appear to have been accomplished. The study 
was extended in an attempt to lessen the inci- 
dence of intracranial hemorrhage initiated by 
birth trauma, on the assumption that pro- 
thrombin deficiency does at times actually exist 
at the time of birth and might be prevented by 
administration of vitamin K to mothers previous 
to delivery. Neonatal mortality rates in our 
clinic have not been materially lowered by 
prophylactic vitamin K therapy. The necessity 
of finding some means of lowering the present 
mortality rates in this age period constitutes a 
teal challenge to obstetricians and pediatricians 
alike. 
shortly find their way into the literature in order 
that conclusive comparisons may be made. Until 
further reports are made available we shall con- 
tinue the routine administration of vitamin K 
to mothers previous to delivery. We would have 
it clearly understood that the purpose of this 
report is not to discourage the use of vitamin K 
previous to delivery. It is hoped, on the other 
hand, to stimulate new interest in this approach 
to birth injury. 


REFERENCES 


1. Waddell, W. W., Jr.; Guerry, DuPont, III; Bray, William E.; 
and Kelley, Orville R.: Possible Effects of Vitamin K On 
Prothrombin and Clotting Time in Newly-Born Infants. 
Proc. Soc. Exper. Biol. and Med., 40:432-434, 1939. 

2. Hellman, L. M.; and Shettles, L. B.: The Prophylactic 
Use of Vitamin K in Obstetrics. Sou. Med. Jour., 35:289-293 
(March) 1942, 


DISCUSSION (Abstract) 


Dr. Robert B. Lawson, Winston-Salem, N. C—I am 
very interested in Dr. Waddell’s paper in regard to 
vitamin K because I still believe that it has a very 
useful place. I have always felt, however, that one of 
the difficulties is that vitamin K is being used too Tate. 


We feel that vitamin K, after it is circulating in the 
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infant’s blood stream, requires approximately an hour 
at least to build up the baby’s prothrombin, which is 
one reason why Dr. Waddell mentioned that mothers 
had to be treated for at least an hour beforehand. 

I have felt that in order to have the baby protected 
at the time when the danger of the intracranial hem- 
orrhage is the greatest, one should have these mothers 
protected before they go into labor. In order to protect 
her before she goes into labor, one has to start a month 
ahead of time. 

Therefore, although we know a torn blood vessel will 
not be knittted together by vitamin K, the incidence 
of intracranial hemorrhage probably will be prevented 
if the mothers are given the vitamin K in daily doses 
a month before the estimated date of confinement, a 
very inexpensive procedure. 


Dr. Waddell (closing) —I do not want to give the 
impression that I do not think vitamin K is useful in 
the prevention of hemorrhage in the infant as I am 
probably its most enthusiastic advocate. It is necessary, 
however, clearly to establish this fact. Does the 
prophylactic use of vitamin K materially decrease intra- 
cranial hemorrhage? Unless it does serve this purpose, 
it would be sufficient to give vitamin K intramuscularly 
to babies as soon as they are born. This method of 


administration could certainly take care of the usual 
case of hemorrhagic disease. 


Most of the infants described in this report received 
vitamin K through their mothers intramuscularly or 
intravenously, and the average interval was much longer 
than two hours. In addition, all the babies were sup- 
plemented by intramuscular injections of vitamin K 
as soon as they were admitted to our nursery. 

It seems to me that if hemorrhagic disease does 
occur with any real frequency at the time of birth, we 
should have been able to show a material reduction 
in our mortality rate. I have gone over our figures 
repeatedly, hoping to find some mistake in our con- 
clusions. It is necessary that we have similar reports 
in the literature at an early date before final evaluation 
of this type of prophylactic therapy can be made. I 
fully expect to continue to give vitamin K to both 
mothers and infants until this fact is proven beyond a 
question of doubt. I know what vitamin K will do in 
the prevention and treatment of hemorrhagic disease. 
I do not know how often hemorrhagic disease with 
prothrombin deficiency occurs at birth or if it ever does. 


Question—Have you noted any effect on erythro- 
blastosis in the infant? 


Dr. Waddell—I have had no opportunity to study 
the instance of prothrombin deficiency in infants suf- 
fering from erythroblastosis fetalis. There are some 
reports in the literature, however, suggesting that 
prothrombin deficiency is more marked in such infants. 
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POSTOPERATIVE HEMORRHAGE IN 
ANORECTAL SURGERY* 


By J. H. Dopson, M.D., F.A.C\S., F.A.P.S. 
Mobile, Alabama 


One of the most distressing complications of 
any surgical procedure is postoperative hem- 
orrhage. This is especially true in anorectal 
surgery where the hemorrhage is often concealed. 
It requires but little experience with this un- 
fortunate complication to impress the physician 
with the importance of its prevention. The bleed- 
ing may be slight and of no consequence or it 
may be severe enough to endanger the life of 
the patient. It often taxes the skill of the sur- 
geon to determine the correct thing to do. 

Postoperative hemorrhage may be, according 
to Gabriel,’ intermediate or secondary. Inter- 
mediate hemorrhage occurs within the first 24 
hours following operation and may be due to: 

(1) Carelessness on the part of the operator 
in not adequately controlling all bleeding before 
the patient leaves the operating table. 

(2) Cutting a stump too close so as to allow 
a ligature to slip. 

(3) Failure to ligate spurting vessels because 
they do not bleed when a hemostat is removed. 

(4) Tying ligatures insecurely, or, using un- 
suitable suture material. 

(5) The use of cutting instead of round 
needles. 

(6) Careless insertion of finger or instrument 
on completion of operation. 

(7) Unsuitable or poorly applied dressings. 

(8) Certain blood diseases such as leukemia, 
or hemophilia. 

Secondary hemorrhage takes place from 24 
hours to several days following operation. It is 
most frequently about the seventh to the tenth 
day. A careful search of the literature supports 
the idea that it is nearly always due to infection 
and sloughing in the operative field. This is no 
doubt responsible for many such cases. Occa- 
sionally it may be caused by hasty or forceful 


*Read in Section on Proctology, Southern Medical Association, 
Thirty-Eighth Annual Meeting, St. Louis, Missouri, November 
13-16, 1944, 
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removal of packs or dressings, by the rough in- 
sertion of a hard enema tip, by passage of a 
constipated stool, by violent straining especially 
when in the upright position, and by necrosis 
and sloughing in malignant disease. 

It has been the writer’s misfortune to have 
several cases of sudden, alarming hemorrhage 
which came on without warning one to two 
weeks or more following operation. This has 
stimulated a greater effort to determine the 
cause. 

The anal structures are constantly being trau- 
matized and subjected to infection. As a result 
they acquire a degree of immunity which renders 
them less vulnerable than structures elsewhere. 
It is not unreasonable to imagine that an in- 
fected clot, which had developed in a hem- 
orrhoidal vein as a result of disease or surgical 
trauma, might become dislodged due to sphinc- 
teric action or to increased pressure during 
defecation. This thrombus could pass upward to 
that constricted portion of the vein where the 
vessel penetrates the muscular coat of the rectum, 
referred to by Bacon,” and there become lodged. 
The tissues at that point, being more vulnerable, 
ulceration and sloughing of the vein wall and 
overlying mucosa might occur. Sudden and 
severe bleeding could result. In no other way 
can the writer account for several dangerous 
secondary hemorrhages encountered in _ his 
practice. 

In support of the above conclusion, the follow- 
ing brief case reports are given: 


Case 1—Ten days after excision of an anal ulcer the 
patient began passing large quantities of blood at fre- 
quent intervals. She was rushed back to the hospital, an 
anoscope was inserted and the lower bowel cleared 
of blood. A careful search disclosed no bleeding in the 
operative field but about ‘two inches higher up there 
was a small deep ulcer from which venous blood was 
flowing freely. A single suture placed distal to the ulcer 
stopped the bleeding. 


Case 2—Two weeks following excision of an ulcerated 
crypt, the patient went into profound shock as a result 
of a massive rectal hemorrhage. Her condition was so 
critical that an assistant gave a blood transfusion while 
a search was being made for the bleeding point. The 
lower rectum was found to be filled with blood clots. 
When these were removed fresh blood was encountered. 
The rectum was cleared and a gauze pack placed high 
so as to prevent retained blood from running down from 
the colon above. A small oozing ulcer was located about 
the middle of the rectum. A tight pack was inserted 
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and when this was removed on the third day there was 
no evidence of additional bleeding. 


Case 3—A simple hemorrhoidectomy was followed by 
a perfectly normal convalescence and the patient re- 
turned to his home 40 miles away. On the tenth post- 
operative day while taking a bath he collapsed. A large 
amount of fresh blood was passed from the bowel. He 
was taken to a local hospital and the writer saw him 
on the following day. At that time he had completely 
reacted and his condition appeared good. An anoscope 
was inserted and the lower rectum cleared of black blood. 
A meticulous search of the operative field established 
the certainty that the bleeding had come from some 
other point. Since it was evident that the hemorrhage 
had stopped, no further effort was made to locate 
its source. 


The symptoms of postoperative hemorrhage 
vary according to location and severity. Ex- 
ternal bleeding shows on the dressings and is so 
evident that its discussion is useless. Internal 
bleeding presents a much more difficult problem. 
It may be insidious and produce no outward 
symptoms. It may be so sudden and severe that 
a perfectly normal convalescence in the most 
robust individual quickly changes into a des- 
perate fight for life. The circulatory manifesta- 
tions are those of hemorrhage in any other part 
of the body and are so well known that their 
consideration will be omitted. It is not unusual 
for a patient to pass stools stained with blood 
and there may be evacuations containing small 
clots. It should be remembered, however, that 
the entire colon may be filled with blood before 
any evacuations take place. 

In the treatment of this unfortunate complica- 
tion, it is of paramount importance that the 
physician maintain his composure, for any mani- 
festation of anxiety by the doctor excites the 
patient and aggravates the condition. A sedative, 
preferably morphine, should be given. Adminis- 
tration of substances which shorten coagulation 
time deserve consideration. If the bleeding be 
external and only oozing, tighter dressings may 
prove effective. Astringent topical applications 
such as tannic acid possess some merit. If there 
be a spurter, reliance should be placed only on 
the suture. This can be done in most cases 
without anesthetic. When the hemorrhage is 
internal and concealed, the surgeon must im- 
mediately decide the important question: “Is 
this patient still bleeding, or has the hemorrhage 
stopped?” If he is bleeding, measures must be 
taken without delay to arrest it. If it has ceased, 
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then there should be no manipulation of the 
parts for fear of producing a recurrence. This 
may be a hard decision to make. It is easy when 
there are frequent discharges of blood, but 
difficult when the hemorrhage is concealed for 
reliance must then be placed on a rapid, weak 
pulse, a gradual decrease in blood pressure, and 
on other evidences of approaching collapse. 

When it becomes evident that corrective 
measures must be taken, it is the writer’s custom 
to place the patient in the right Sims position 
and to employ sacral anesthesia when necessary. 
If warranted, blood transfusion may be started. 
An anoscope is inserted and the obturator re- 
moved. When the bleeding is fresh, so much 
blood may gush forth that the inexperienced 
physician may feel an urge to withdraw the 
scope. It should be remembered, however, that 
the blood has been accumulating and that the 
patient is not bleeding so rapidly as the escape 
of blood indicates. The lower rectum should 
be thoroughly cleansed by mopping with gauze. 
A gauze pack placed high in the rectum will 
prevent retained blood from running down from 
the colon. A careful search can then be made 
for a bleeder. If located, it should be ligated 
when possible. If this is not feasible, a pack 
preferably of the Burrow type described by 
Buie,? may be employed. This is usually effective 
and has the added advantage of being easily re- 
moved. When hemorrhage ceases, most patients 
recuperate rapidly. 

It is interesting to note that in the writer’s 
experience no hemorrhage has ever been fatal; 
neither has there been a recurrence of bleeding 
after an initial massive attack. 
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DISCUSSION (Abstract) 


Dr. R. I. Brashear, Columbus, Ohio.—Postoperative 
hemorrhage is certainly alarming. 

The bleeding in my cases has been between the 
fifth and tenth days. On passing a small proctoscope 
the bleeding point is found where a hemorrhoidal stump 
has sloughed away. 


A case was returned to surgery, given a caudal an- 
esthesia, and the bleeding point was found and ligated. 


Severe Secondary Hemorrhage. Lancet, 2:121-123, 1920. 
2. Bacon, H. C.: Anus, Rectum, Sigmoid Colon Diagnosis and : ; 
Treatment. Philadelphia: J. B. Lippincott Co., 1941. ; 
‘ns Proctology. Philadelphia: W. B. Saunders 
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In the other cases, the proctoscope was passed and 
vaseline gauze was inserted into the rectum, to give the 
sphincter something to contract down upon. Most 
cases can be controlled in this manner. 

Occasionally a case will have a little bleeding follow- 
ing a hard or large stool as long as two weeks after 
operation. In these cases an area of granulation tissue 
at the site of the hemorrhoidal stump is usually found. 
These areas can be easily destroyed with cautery or by 
coagulation. 

My operation is similar to the Hirschman operation 
and occasionally a small bleeder will show itself three 
to four hours after operation in one of the perianal 
incisions. .These are picked up with a small forcep and 
ligated. I use hot compresses on my cases after I return 
them from surgery. Some men do not agree with 
this procedure and claim that it may have a tendency 
to stimulate hemorrhage. In only a very few. cases 
have I encountered any bleeding from the external 
wounds. 


Dr. Wayne W. Flora, Chicago, Ill—I have found 
these cases infrequently in my own practice, but I can 
cite two which are similar to the ones Dr. Brashear 
just mentioned. 

One of them was a case seen recently which I think 
was improperly handled by a physician who was not 
a proctologist. He operated upon a patient for an 
abdominal condition then went ahead to do some 
rectal work at the same time. He did a partial hem- 
orrhoidectomy and injected two internal hemorrhoids. 
This does not agree with our concepts in proctology. 

About ten days following operation the patient de- 
veloped a rectal hemorrhage and the doctor saw her in 
the home but could find no source of bleeding on 
examination. Within two or three more days she had 
lost so much blood that her general condition became 
alarming. The doctor took her to the hospital and 
asked me to see her. Under anesthesia it was found that 
each of the injected areas had sloughed and the bleeding 
was coming from the edges of the resulting ulcers. 

Now, the problem I found was that the edges of the 
ulcers were necrotic and the area surrounding them 
was edematous and friable. In order to make certain 
that bleeding be controlled I found it necessary to 
take sutures some distance from the ulcers. 


The other patient was one in whom an acute external 
thrombotic hemorrhoid had been excised by me as an 
office procedure. There was no unusual bleeding at the 
time but later bleeding developed which the patient 
could not control and I found it necessary to take a 
suture to control it. 


I think most postoperative hemorrhages are prevent- 
able and that particular attention to technic is the 
answer. 


Dr. Mark M. Marks, Kansas City, Mo—It is quite 
difficult for men in civilian life to understand the type 
of proctology we do in the service. At times we are 
confronted with great quantities of it. In my two short 
years, in order to keep our ward clean, we have had to 
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“do as many as twenty cases a day, and it is quite 


readily understandable with our assistance being limited 
that the problem of postoperative bleeding has come up. 
We do not get many in this open type of operation we 
do, many high bleeders, but we have a number of 
bleeders from the skin surface. j 

In order to put a stop to it, we finally came to a 
little trick, if I may point it out at this time, that is 
useful. After the operation, when all tissue that is 
expected to be removed has been removed and we are 
ready to put on the dressing, we inject about five to 
ten c. c. of normal saline, or one or two per cent of 
procain under the skin at the margin, and then apply 
our dressing. Since we have been doing that, in the 
last year in hundreds of cases, we have not had to go 
back and tie off the bleeders. 


Dr. F: H. Murray, Philadelphia, Pa—Hemorrhage 
may occur after a hemorrhoidectomy within a few 
minutes to several days. 

About eight years ago I did a ligature operation upon 
a patient with large hemorrhoids. A severe hemorrhage 
occurred within two hours after the operation. 

The hemorrhage was caused by the large hemorrhoidal 
stump on the left side slipping through the ligature. 
Too much tissue was encompassed within the ligature. 
Since then in large hemorrhoids I place a suture around 
the base of the hemorrhoid using ‘O” chromatic catgut 
on a curved round needle and tie it securely and 
then continuing with the same piece of catgut I carry 
it through the center of the hemorrhoid just below the 
ligature. This is tied and cut short. I call this my 
anchor ligature. A second suture is placed around the 
hemorrhoid just below the anchor ligature, securely tied 
and left long. Dissection of the hemorrhoid is begun 
just below the second ligature and carried out to the 
periphery where the hemorrhoid is excised. The channel 
left by the denuded hemorrhoidal tissue is closed by 
the second suture, thus fixing the stump and producing 
hemostasis. 

Since using this procedure I have sent the patient 
back to bed with a greater feeling of security. 


Dr. Emor L. Cartwright, Fort Wayne, Ind.—I can 
not understand the rationale of Dr. Marks’ remarks 
about injecting procain. 


Dr. Marks.—Procain or saline right under the skin. 


Dr. Cartwright—When the muscle comes down the 
anal bleeding is going to stop, anyway. Dr. Dodson 
mentioned he would give a sedative. He forgot to say 
to whom, whether to the patient or the surgeon. 


Dr. Dodson (closing). —In reply to Dr. Cartwright’s 
question I will say that the sedative is given to the 
patient and the stimulant to the doctor. 

Intermediate hemorrhage is usually due to an error 
in technic. The surgeon may to some extent censure 
himself for its occurrence. In secondary hemorrhage 
no one is to blame. It is this type of delayed hemorrhage 
which has worried me. It comes on suddenly and un- 
expectedly in patients you think are about well. ; 
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PERINEAL LACERATIONS AND A NEW 
RETRACTOR FOR REPAIRING THEM* 


By E. Hayes Wesson, M.D. 
New Albany, Mississippi 


This little paper is an attempt to show how the 
operation of perineal repair can be made easier. 
A new type of perineal retractor is presented 
in the accompanying illustration. 

This is a self-retaining instrument, painless to 
use, which can be applied anywhere on any 
kind of repair work in the lower vagina or vulvo- 
vaginal orifice. Some of my colleagues have 
employed it. It facilitates the suturing of the 
torn perineum better than any other instrument 
that I have seen on the market and it is just as 
valuable in old repair work. It has made the 
road much easier for me for several years. 

Before describing the instrument, I shall men- 
tion a few of the very common difficulties about 
perineal lacerations. Since the advent of the 
war, the shortage of good physicians and the 
necessary use of ill-trained midwives by more 
people, it appears that this subject can bear close 
attention by the profession at large. It was 
brought forcibly to my attention recently when 
I had to repair a complete laceration under the 
most adverse circumstances. I do not know how 
I would have managed without this instrument 
to assist me. It was the only assistance that -I 
had. Rural physicians who are forced often to 
work alone have to improvise all sorts of 
methods, and they will understand this trouble- 
some ordeal. The patient had a complete lacer- 
ation, was on a low bed that sank nearly to the 
floor in the middle, and I had only the meager 
flickering of a dirty lamp to see by. ~ 

A complete, detailed discussion of this subject 
may be obtained from the usual textbooks on 
obstetrics. There are numerous causes for tear- 
ing of the perineum during child birth. I shall 
mention only two, and they occur in normal 
cases. They are the simplest and most neglected 
causes, and I have observed them often in my 
thirty years of practice. They are: too rapid 
delivery, either natural or following the indis- 
criminate use of oxytoxic drugs. Rapid delivery 
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causes the presenting part to advance before the 
muscles are relaxed and dilated sufficiently to 
allow the part to pass out. Another simple 
cause, often neglected, is that the head is de- 
livered during the height of a pain. Physicians 
rushed for time often have a tendency to rush 
labor. It is almost impossible to protect the soft 
parts under these two conditions. I am consider- 
ing only normal cases. 

There are some almost normal cases in which 
prevention of laceration is impossible even in 
the most skilled hands. The levator ani and the 
fascia above it make up the perineal floor. Under 
ordinary circumstances, these muscles can be 
protected by slow dilatation during the second 
stage of labor and careful handling when the 
head slips over the perineum. However, some- 
times in a woman who apparently is normal in 
every way, in the best of health and strong, the 
perineal tissues are fragile and tear like tissue 
paper, often before the head is ready for delivery. 
Episiotomy is the only salvation in such cases. 

If the fetus and mother are both in good con- 
dition, there is no excuse for rapid delivery. 
Especially should the first part of the second 
stage be lazy, giving the head time to mold and 
all soft parts to relax and dilate. There is no 
need for the patient to bear down at this time 
and if the pains get too stormy, either naturally 
or otherwise, the position can be changed to the 
lateral or a little ether used to slow delivery. 
Delivery of the head at the height of a pain 
with the woman bearing down is sure guarantee 
of a laceration, especially in the case of a primip- 
ara. Only recently I watched this occurrence 
in the hands of a physician of many years ex- 
perience. In the stormy cases where ether is 
not available to relax the patient, it is simple to 
stop her from bearing down by having her 
breathe as fast as possible with the mouth 
wide open. After the pain is over, the head may 
be delivered at the proper time, slipping over 
the perineum easily. These are very simple 
things which have helped me many times. Such 
conditions do not worry the hospital physician 
with a number of assistants, but for the rural 
physician, who may be forced to do a version 
on the floor in front of the fire with the assist- 
ance of only a hypodermic, they are useful to 
remember. 
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Fig. 1* 
Perineal retractor 


Everyone knows or should know the end re- 
sults of perineal tears, the weakening of the 
perineal floor. When a laceration has occurred, 
by all means suture it as soon as possible, using 
every means at hand to prevent infection from 
entering or remaining in it. It is well to attempt 
sterilization of the wound by some sulfa powder 
or by soaking in tyrothricin for several minutes 
before closing it. 

The repair of a laceration on a well equipped 
operating table or delivery table is troublesome 
enough, but to perform the job on a low bed 
sinking in the middle turns the hair gray. Under 
these conditions my invention has served me 
beautifully. It exposes the torn part fully and 
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“offers no obstruction to the introduction of 


sutures. It holds open the vulvo-vaginal orifice 
and keeps it open as long as the instrument is 
left in place. 


The instrument (Fig. 1) is about seven inches 
in length, bent backwards on itself at the middle, 
the handles extending upward, slightly curving 
forward at the top. The handles open and close 
the instrument and lock themselves. The lower 
or opposite ends have retractor blades at the 
extremities. When the handles are apart, the 
blades are approximate. The blades fit in be- 
tween the labia on each side and the handles 
rest on the mons pubis. When the handles are 
approximated, the blades separate, opening the 
vaginal orifice. Working from above it is not 
necessary to have the buttocks resting over the 
end of the table. They may rest on a flat surface. 
It operates just opposite to the Gelpi and other 
instruments that are introduced from below, 
which cannot be used with the patient on a bed 
or flat surface. 

I made this instrument at the actual outlay of 
$12.50 and several hours’ labor, but I would not 
give it up for twice its cost. It is easy to make 
if one can find the material, and its principles 
are very simple. 


CULTURAL VALUES IN MEDICAL 
EDUCATION* 


By Epwin P. Leuman, M.D. 
Charlottesville, Virginia 


The entire field of education is under scrutiny. 
This is not new; but with the rapid changes in 
social thinking which are now a part of the 
world’s life, questioning of the aims and methods 
of education has been greatly intensified. The 
aims and methods of the education of physicians 
are not escaping the current skepticism. There - 
is no doubt that in the course of the making of a 
physician there are blind alleys and repetitions 
that could be eliminated. But there are also 


*Chairman’s Address, Section on Medical Education and 
Hospital Training, Southern Medical Association, Thirty-Eighth 
Annual Meeting, St. Louis, Missouri, November 13-16, 1944. 
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unquestionably inescapable essentials on which 
the superstructure must be based, and we, as 
medical educators, should be able to recognize 
them. At this session, let us inquire into the 
nature and quality of some of these essentials. 
The dilemma now faced by medical education 
is the direct product of the vastly increased and 
continually increasing volume of knowledge that 
the undergraduate and graduate medical stu- 
dent must master if he is to have an adequate 
background for growth in his profession. The 
acquisition of this knowledge takes time, so 
much time that the physician often does not be- 
come self-supporting until the later years of his 
youth. This is particularly true if he is to be- 
come a specialist and to qualify as such by meet- 
ing the requirements of specialty boards. The 
program of modern medical training advances 
the physician to an age of from 26 to 32 years 
before he is ready to undertake independent 
work. If education begins at 6, the boy is 14 
when he graduates from primary school, 18 
when he graduates from high school, 22 when 
he acquires a bachelor’s degree, 26 at the time 
of his doctorate in medicine and 27 after a year’s 
internship. If he is to become a specialist, two 
to five years more must pass, depending on the 
amount of technical skill that his specialty de- 
mands. Since most medical schools require only 
three years of college training for admission, this 
program may be shortened by at least one year. 
To start independent professional life at the 
age of 32 years is in most instances undesirable, 
and even 27 to 28 years may be too many. The 
chief disadvantage of these late starts in life is 
social rather than professional. A late start cer- 
tainly does not diminish clinical ability and need 
not jeopardize scientific productiveness. Only a 
small proportion of physicians will ever become 
truly productive, and their productiveness can- 
not be discouraged by the circumstances of their 
lives. In fact, a large amount of sound investi- 
gative work is undertaken today by the group of 
men whose formal training is still incomplete. 


A late start in independent professional life 
means, however, an important handicap to the 
physician as a citizen. Unless he has inherited 
financial security, or unless he mortgages his 
future, marriage must often be deferred until the 
age of 30 to 35. This means the loss of some of 
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the most precious years of the marriage relation- 
ship. It means, furthermore, an age difference 
between parent and child too great for the must 
complete understanding and companionship. A 
late start in independent support may foster a 
sense of too long-continued parasitism which is 
not the best psychological background for hap- 
piness. Moreover, a doctor of 32 just starting 
practice is at a social disadvantage as compared 
with college classmates who may have started 
legal practice seven years previously, or have 
been in business for 10 years. Both of these men 
are established in life. Their doctor classmate 
may feel hesitancy in accepting hospitality of a 
grade the reciprocation of which his resources 
will not permit. He recognizes that these con- 
temporaries of his are already established cit- 
izens influencing the community in which they 
live, and looked on as an important integral 
part of that community, whereas he is still but 
an untried fledgling. Convinced though he may 
be that the course he is following is in the long 
run the best for him, and that 10 years or 15 
years later he may stand head and shoulders 
above his contemporaries, the psychological at- 
mosphere during these early stages may not be a 
healthy one. Finally, he has before him a pe- 
riod 10 years shorter than that of his college 
classmates to establish security for his old age 
and for his family. 

All this hardly needs statement. There is 
probably general agreement that the average 
age of beginning medical practice is too great. 
The problem that medical education faces is 
where to reduce the period of time required for 
training. The purpose of this paper is not to 
attack the problem as a whole, but rather to 
concern itself in a negative sense with a small 
fraction of the problem. It is a plea only that 
any reduction in the time requirement be not 
made at the expense of a liberal education. 

Medicine is traditionally a “learned profes- 
sion,” which must mean that the doctor is a 
learned man. Webster defines “learned” as 
“characterized by learning, especially scholastic 
learning; erudite; well-informed.” This ob- 
viously refers to a broad base of knowledge 
rather than to knowledge sufficient for profes- 
sional purposes alone; and that unquestionably 
is the traditional usage of the term as applied to 
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medicine. As short a time ago as 100 years the 
physician was in truth apt to be a learned man 
in the broad sense. In the smaller communities 
he and the preacher might be the only learned 
men. He might know practically all that was to 
be known about the natural sciences. He was 
apt to be a scholar of English, to be historical- 
minded, to be a Latinist or a Hellenist, and per- 
haps even to know something of philosophy. In 
those days the sum of medical knowledge was 
so small that one human mind embracing it all 
would still have room for the humanities. That 
fact made possible the gracefully rounded men- 
tality of the traditional physician, a man thor- 
oughly related to the knowledge and the point 
of view of his time. 

Today the situation has changed. The sum 
total of medical knowledge itself can no longer 
be embraced by a single mind, to consider not 
at all the acquisition of a more general culture. 
As a result the status of the physician as a 
learned man in the broad sense is understand- 
ably deteriorating. One need only peruse any 
journal in general medicine or its specialties to 
appreciate this fact. Certainly the first essential 
for a learned man is mastery of his own tongue, 
the most important tool of all tools. We need 
not demand graceful or literary writing in a 
scientific journal, but we should expect gram- 
matical writing. Today, solecisms, especially in 
sentence structure, and words wrongly employed 
are often startling. It is not uncommon to find 
the meaning actually obscured by clumsy or 
definitely illiterate writing. 

How many doctors lack interest in, perhaps 
even fail to understand, common historical or 
literary allusions? How many know nothing of 
the history of philosophy and cannot visualize 
philosophical concepts? How many have lost 
their ancient languages? How many are un- 
moved by current developments of literature, 
art and music? Of course, there are widely 
cultivated physicians today, but that their num- 
ber is decreasing is probably true. It is serious 
if this decrease is accompanied by a decline in 
recognition by the profession of the value of a 
broad culture in the professional life of a doc- 
tor. The thought that this might occur should 
not be dismissed as an empty fear. 


Here, of course, we encounter one of the sharp 
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- lines of fissure that have divided the points of 


view of educators in recent years, the question 
of the relative value of education for educa- 
tion’s sake, as compared with that of education 
for a purpose, professional or otherwise. Edu- 
cation for education’s sake should include the 
training of the mind as a tool in more than one 
direction, the accumulation of information about 
many fields of human activity, and thereby the 
acquisition of a perspective through which to 
relate one’s particular life to the broad stream 
of human desires, motives, standards and ac- 
complishments. There is no field of intellectual 
activity in which the need for perspective on 
human ‘life is more urgent than is that of the 
physician. The doctor equipped with the broad 
wisdom of the humanities can bring to a trou- 
bled patient a steadying influence for which 
there is no substitute. 

The history of medical education in this con- 
nection is alarming only in its most recent phase. 
Previous to the rapid expansion of medical 
knowledge in the past 100 years there was no 
real problem in obtaining a broad culture in 
connection with medical education. The ap- 
prentice system of the earliest days exposed the 
student to the cultivating influence of a man 
who belonged to a truly learned profession. Dur- 
ing the early years of medical schools in this 
country, although the need for a rounded educa- 
tion might not always have been emphasized, 
the volume of medical knowledge was such that 
the acquisition of medical information did not 
compete too strongly with the cultivation of 
other fields. As the volume and the complexity 
of the medical sciences increased, however, it 
became necessary for the medical schools to de- 
mand a background of elementary scientific 
training, to which certain requirements of a 
liberal education were added. There is no need 
to detail the shifts in premedical requirements 
that many of our schools have undergone. The 
Council on Medical Education and Hospitals of 
the American Medical Association now. recog- 
nizes two years as the minimum of college edu- 
cation, but recommends three or more years, in 
preparation for the study of medicine; a few 
schools require and many individual students 
voluntarily obtain the bachelor’s degree before 
entering medical school. It must be emphasized 
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that in spite of these standards the level in 
general culture of the medical profession is prob- 
ably declining. 

In recent months a new element in medical 
education has created an unequivocally alarm- 
ing situation. The military leaders have de- 
manded that men be placed in medical schools 
with less training than medical educators believe 
is essential for even pre-vocational training, tu 
say nothing of a liberal education. The price, 
great as it may be, that the quality of medical 
practice and the rate of scientific medical prog- 
ress will pay in future years as a result of this 
unfortunate period of inadequate preparation 
for medical education is not germane to this dis- 
cussion. It is germane, however, that there has 
been a widespread demonstration of the fact 
that young men can be given an M.D. degree 
after four years and four months of study follow- 
ing graduation from high school instead of seven 
or eight years. This demonstration, of course, 
does not show that the graduates of the system 
are desirably prepared for future progress in 
medicine; unfortunately there are many indi- 
viduals, largely outside the medical profession, 
who do not know how ill-prepared this genera- 
tion of young doctors is. They will point to this 
military demonstration as the obvious solution 
for the problem of prolonged incubation. Un- 
fortunately, also, there are medical educators 
who, although not accepting the total military 
idea of complete acceleration of pre-medical and 
medical education, see in this demonstration 
proof that some acceleration is possible. These 
medical educators are already hinting at a re- 
duction in pre-medical requirements. For one 
who has the ancient traditions of the profession 
at heart, and who recognizes a deterioration in 
the broad cultivation of the profession as a 
whole, such tendencies are indeed disturbing. 

It is then my plea that whatever acceleration 
in the total education of a doctor is deemed 
necessary, it should not be at the expense of the 
college years. There is no reason, from the point 
of view of medical education, why men should 
not go to college at an earlier age. It is proba- 
bly in the pre-college period that time can best 
be found. ~ 

We still have poets and novelists and painters 
and musicians among doctors. We still have 
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learned men. A few Oslers and Cushings 
hurdle the barriers. But we also have men, we 
all know them, excellent technical physicians, 
who are to all intents and purposes cultural 
illiterates. The growth of medical knowledge 
continuing throughout the professional life of 
every doctor limits to some degree his cultural 
development after entrance into the medical 
school. It is before that time that the back- 
ground for the perspective on life of a cultivated 
man is to be obtained. The value of a liberal 
college education for the doctor cannot be too 
vigorously emphasized. As James Phinney Bax- 
ter has said, “We must look to the whole man if 
we are to create the effective leadership of to- 
morrow.” The pressure in medical education is 
becoming increasingly great against this concep- 
tion. Medical educators must vigorously pro- 
test this tendency and must save for medicine 
as much as possible of its ancient tradition. 


DISCUSSION (Abstract) 


Dr. Robert U. Patterson, Baltimore, Md.—It has oc- 
curred to me that it is appropriate after listening to Dr. 
Lehman’s excellent paper to invite the attention of 
some of you to a study that was made recently among 
medical students in the State of Illinois. The result of 
that study was reported by Dr. Reed at a meeting of 
the Association of American Medical Colleges in Detroit 
last month. The students of some five medical schools 
located in and around Chicago were requested to reply 
to a comprehensive questionnaire in which they were 
told to indicate what things they thought were most 
necessary in the preparation for the study of medicine. 
I do not remember the figures accurately, but there was 
an overwhelming opinion among the students that the 
most necessary thing in their opinion was the study of 
cultural subjects: English, history, a modern language, 
because of their cultural value. It was also their 
opinion that a college degree indicative of a broad educa- 
tion was greatly to be desired. They also stressed the 
need for longer study in chemistry, physics and biology, 
which of course are required premedical subjects. The 
answers to the questionnaire were very striking, and I 
think served to back up what Dr. Lehman has well said 
of opinion of medical students in a large area. 


Dr. Lewis J. Moorman, Oklahoma City, Okla—I am 
greatly impressed with the need of a broad cultural 
background in medicine. In premedical education, some 
of us wonder whether it is a serious mistake to major 
in science at the expense of a cultural education. The 
distinction between education for education itself and 
education for a special purpose should not be recognized 
too early. To me, it seems that one of the most essential 
things in the practice of medicine is to keep in mind 
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the art of medicine, and the art of medicine is founded . 
largely upon the broad, cultural aspects of life. 

It is interesting in this connection to point out the 
fact that Gomprez, who spent his life studying the 
philosophers of the fifth century, B. C., and produced 
a four-volume work on this particular period in history, 
devoted his third book to the Age of Enlightenment and 
opened his discussion of this subject with a chapter on 
the physicians, giving them credit for initiating the 
marvelous intellectual development of that period. 
Doctors, steeped in the humanities during the Renais- 
sance, were leaders in general education as well as in 
the advancement of medical knowledge. And let us 
hope some way may be found to overcome the hazards 
of the accelerated medical educational program, which 
must handicap all medical students and make it more 
difficult for them to get this cultural background which 
is essential in the practice of medicine. 


Dr. Alrick B. Hertzman, St. Louis, Mo—I want to 
speak as a teacher of medical students. I have been 
struck for a long time by the fact that we are all 
competing for the student’s time. Further, this com- 
petitive situation exists not only with respect to the 
students, but also with respect to the man who teaches 
the students. 

Everybody knows that universities have adopted a 
policy of promotion within the faculty based largely 
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on their scientific productivity which in turn is usually 
the result only of the expenditure of an enormous 
amount of time. This is nearly always at the expense 
of cultural effort. 

Now, I think the most effective type of teaching is 
that which is done by example. If the faculty of the 
medical school is staffed by scientific technicians, the 
students are not going to be strongly encouraged in the 
study of cultural things, because of course, they have 
an example of success of a different type in front of 
them. Thus, the lack of an opportunity for the apprecia- 
tion of cultural things by members of the faculty acts 
as a further drive to compel the student to devote his 
attention to the technical aspects of the profession 
rather than its cultural aspects. 

We all compete very much for the time of the student: 
we put him in class at 8:00 o’clock in the morning and 
take him out of class at 6:00 o’clock in the evening, 
give him text-books which are really encyclopedias 
over which he must pore between 6:00 o’clock in the 
evening and 1:00 or 2:00 o’clock in the morning, and 
then we give examination which test his reading of the 
footnotes in these works. Now how, in such a setup, 
can one expect culture? In other words, we must revise 
the demands of the medical curriculum; we must also 
revise the demands upon the faculty before we can 
hope for a rebirth of cultural values. 
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EDITORIAL DEPARTMENT 


THE PELLAGRA SYNDROME 


In an editorial in the April number of the 
JourNnaL, the phrase “protein deficiency” was 
used in speaking of pellagra. This is very kindly 
criticized in a letter from Dr. W. H. Sebrell of 
the United States Public Health Service. The 
criticism by a physician who has done so much 
in the study of nutrition has stimulated the 
editor to write a bit more in detail about the 
new concepts of the pellagra syndrome with the 
hope that it may be of use to the practicing 
physician. 

The practicing physician recognizes that pel- 
lagra is actually the response of the body tissues 
of a patient who has had an inadequate intake 
of nutrients over a considerable period of time. 
Perhaps not all physicians realize that the clinical 
concept of pellagra has been greatly altered 
since the pioneering studies of Goldberger. The 
controlled observations of Spies!? showing that 
the skin lesions of pellagra might disappear when 
the pellagrin ate a pellagra-producing diet, in- 
dicated that these lesions, while important for 
diagnosis, tend to be self-limited. His fur- 
ther observations showed that pellagrous glossitis 
could be induced at a time when the skin lesions 
disappeared and that under controlled condi- 
tions these tongue changes were important 
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criteria in the recognition and treatment of the 
disease.® 

Elvehjem, Madden, Strong and Wooley* were 
able to relieve canine blacktongue with nicotinic 
acid; and Dr. Tom D. Spies, of Birmingham, 
a few weeks later reported at the Central So- 
ciety for Clinical Research® in Chicago that he 
had relieved human beings of pellagra by means 
of nicotinic acid. Reports rapidly appeared in 
the literature from Indianapolis,* from Durham,* 
from Birmingham,’ from England,® and, in fact, 
from all over the world, showing that the re- 
sponse of the pellagrin to nicotinic acid was truly 
remarkable. The pellagrin promptly regained 
strength and vigor after its administration. 
His hallucinations, glossitis, and diarrhea dis- 
appeared. Pellagra became by definition a nico- 
tinic acid deficiency syndrome. 

Shortly after this, Spies and Aring’® showed 
conclusively that vitamin B:i had a role in the 
development of the clinical manifestations of 
peripheral neuritis associated with pellagra. The 
vitamin Bi did not cure the glossitis and the 
stomatitis nor did the nicotinic acid which was 
specific in relieving the stomatitis and glossitis 
of pellagra relieve the patient of the peripheral 
neuritis. These observations definitely showed 
that persons with pellagra also tend to have 
beriberi. 

Sebrell and Butler’! showed that persons on 
a deficient diet frequently developed cheilosis 
and that this cheilosis could be relieved with 
riboflavin. Sebrell and his associates and Spies 
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and his associates soon demonstrated that natur- 
ally occurring cheilosis was frequently found in 
association with pellagra. Spies, Bean, and 
Ashe" described in an article on the treatment 
of pellagra and associated deficiency diseases, 
symptoms arising from the eyes which were 
relieved by riboflavin, but returned when the 
treatment by riboflavin was discontinued. Spies'* 
subsequently further extended these observa- 
tions. Kruse, Sydenstricker, Sebrell, and 
Cleckley'* demonstrated that the cornea was fre- 
quently vascularized in persons with riboflavin 
deficiency, thus indicating that people not only 
have pellagra and beriberi but that riboflavin 
deficiency frequently occurs simultaneously. 

Pellagra, beriberi, riboflavin deficiency, and 
scurvy are clear-cut clinical syndromes which 
may appear singly or may coexist and frequently 
are associated with other nutritional disorders. 
This is not surprising since in natural foodstuffs, 
the water-soluble vitamins are often closely as- 
sociated, and a diet deficient in one is almost 
certain to be deficient in others. In this clinical 
sense, pellagra, a niacin deficiency, develops in 
persons who have lived for long periods upon a 
low protein diet. 

Moore, Vilter, Minnich, and Spies’® who have 
recently published extensive studies on “Nutri- 
tional Macrocytic Anemia in Patients with Pel- 
lagra” report the occurrence of macrocytic 
anemia in fifty-six patients who had existed for 
years on diets inadequate in animal protein and 
in the vitamins of the B complex. Most of these 
subjects, they say, also had clinical evidence of 
pellagra, ariboflavinosis, or beriberi. This anemia 
did not respond to treatment with thiamine, 
ascorbic acid, riboflavin, or niacin. 

In the October 1944 issue of the JourRNAL, 
Spies, Vilter, and Douglas'® discuss in consider- 
able detail the indications for proper nutritional 


12. Spies, Tom D.; Bean, W. and Ashe, W. F.: Recent 
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- therapy necessary to rehabilitate persons who 


have pellagra, beriberi, and other forms of nutri- 
tional failure. They have demonstrated that 
specific nutritional therapy has a definitely last- 
ing effect in that it has enabled many persons 
to return to work and continue to work and 
thereby support themselves and families. 


The essence of their study seems to be 
precise diagnosis followed by adequate therapy. 
Under adequate therapy they stress the fact that 
the diet should include 120-150 grams of protein, 
and they point out the value of using synthetic 
vitamins and the natural B complex, such as 
brewers’ yeast and liver extract. 


WORK IN THE HEAT 


Acclimatization for activity in hot climates can 
occur rapidly, and is characterized by increased 
ability to regulate the heat balance during work. 
According to investigators! in the Harvard Fa- 
tigue Laboratory, the pulse rate, body tempera- 
ture, rate of sweating and blood pressure are the 
most significant measures of the subject’s ability 
to maintain himself satisfactorily in the heat. 


During the early part of the war when Hitler’s 
troops were over running France and Belgium, 
it was suggested that German physicians had 
found a stimulant to give the men which per- 
mitted them to fight longer without rest than 
the ordinary soldier. Adrenal cortex has been 
variously suggested to increase the resistance to 
fatigue, to heat exhaustion and to infection, 
though its value in any of these is difficult to 
demonstrate. It has been suggested that it in- 
creases the endurance of the luetic to fever 
therapy. 

Moreira, Johnson, Forbes, and Consolazio* 
have made studies of the adjustment to work in 
a hot moist climate of normal young men, with 
and without adrenal cortical injections, and on 
limited or unlimited quantities of fluid and 
sodium chloride. The important things which 
permit adjustment, and prevent heat exhaustion, 
they say, are an abundance of fluid and 
adequate quantities of salt. They estimated the 
rectal temperature, rate of sweating and skin tem- 
perature; respiratory exchange; blood pressure; 


and Con- 
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serum chloride, sodium, potassiums, and nonpro- 
tein nitrogen, daily urinary excretion of sodium 
chloride, and potassium. No improvement was 
detectable as the result of treatment with adrenal 
cortical hormone. No change in metabolism was 
definite except an increase in the urinary excre- 
tion of potassium, and possibly slight changes 
in the mineral composition of the sweat. 

Their subjects of course were normal young 
men. When the adrenal glands are removed from 
rats, water retention follows. This is in part 
due to failure of absorption of water from the 
alimentary tract. If the rats are in good condi- 
tion previous to adrenalectomy, Shipley? of 
Western Reserve University, reports that fluid 
accumulates in the extracellular compartment, in 
the tissue spaces of the body, and this is the 
main cause of water retention. Water is not elim- 
inated by the kidney. In the absence of the 
adrenals thus, normal water metabolism is im- 
possible. In young men with presumably normal 
adrenal tissue, administration of extraneous cor- 
tical extract does not improve body adaptation 
to heat, and therefore adrenal injections do not 
increase work output. 


In studies of osmosis in the laboratory, the dis- 
tribution of electrolytes such as sodium chloride 
and potassium seems to control the movement of 
water. Whether the effect of cortical extract 
upon water movement can be correlated with its 
effect upon the distribution of potassium will 
eventually be learned. This is significant to 
understanding of the physiology of water metab- 
olism, kidney function, and probably several of 
the degenerative diseases. 


PSYCHOSES IN THE NAVY 


The tremendously rapid growth of the Navy 
from its peacetime numbers to its present 
strength of over 3,000,000 has placed a mountain- 
ous burden upon those who must procure and 
select men. This has been extraordinarily well 
done in the face of wartime difficulties, accord- 


2. Shipley, Reginald A.: The Cause of Abnormal Retention Sl 
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ing to Lebensohn,' of St. Elizabeth’s Hospital 
in Washington. During this recruitment, enlisted 
men have received careful psychiatric tests, but 
officer candidates have not. Examination of 
officers has not even included specific inquiries 
as to previous epileptic attacks, mental illnesses 
or hospitalizations. A study of a series of officers 
who have developed psychoses requiring treat- 
ment at St. Elizabeth’s Hospital, reveals a con- 
siderable number with a history of previous 
hospitalization for mental illness or emotional 
instability. 

Lebensohn has analyzed the ranks of psychotic 
officers, and finds differences among the regulars 
and the reservists. In the regulars, he says, sud- 
den responsibility by rapid promotion has ap- 
parently increased the likelihood of psychosis. 
Proportionally more newly elevated lieutenant 
commanders developed psychoses than occurred 
among the ensigns, among regular naval officers. 
Ensigns who had graduated from the Naval 
Academy had little tendency to psychosis; con- 
siderable stability Lebensohn feels is necessary 
to completion of these courses. Among the 
reserve officers, on the contrary, increase in rank 
did not increase the likelihood of psychosis. The 
actual number of psychoses among reservists was 
largest among the ensigns, merely because they 
make up the largest group of officers. 

Combat experience did not seem closely re- 
lated to the development of psychosis, since 
many of these conditions appeared in men on 
shore stations doing work roughly comparable 
to that of civilian life. No officer developed a 
psychosis during actual combat. 

The overall incidence of psychosis in the 
Navy was extremely small; and among naval 
officers, despite the absence of special examina- 
tion by psychiatrists, it is far below that en- 
countered among enlisted men. Lebensohn con- 
siders the screening value of a college education 
and careful character investigation to be upheld 
and to be responsible for the remarkably low 
rate of the officers. 


This would appear to be in a way a tribute 
to the value of higher education, often called 
impractical in business circles. 


1. Lebensohn, Z. M.: Psychoses in Naval Officers: A Plea for 
Psychiatric Selection. Amer. J. Psychiat., 101:511 (Jan.) 1945. 
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TWENTY-FIVE YEARS AGO 
FRoM JOURNALS OF 1920 


Medical Education.1—The ideas expressed in this paper 
have been formed largely as the result of experience as a 
medical officer in the recent war. * * * It is un- 
necessary to bear witness to the patriotism * * * 
and high character of the medical officers * * * 
This paper has to do only with the technical training 
and qualifications revealed by the test of active mili- 
tary medical service and their bearing on medical edu- 
cation * * * the revelations were somewhat dis- 
turbing * * * Lack of adequate professional train- 
ing characterized not only a large proportion of prac- 
titioners from the rurel districts, but a corresponding 
ratio of those from the larger centers of population. 
Patent deficiencies in medical education marked not 
only many of the graduates of medical schools classed 
as B and C, but also a large number of the graduates 
of Class A schools * * * 

The medical graduates of ten years or more ago 
were products of that unhappy period in medical edu- 
cation effectively exposed by Dr. Abraham Flexner, 
which is passing * * * 

The outstanding features were the lack of adequate 
clinical training, and the avidity with which the aver- 
age medical officer improved the opportunities that were 
offered to secure it * * * Judging from the ca- 
pacities of those having had but a single year ot hospital 
work, this is an insufficient period in which to give the 
medical graduate the clinical experience necessary 
* * * A number of points emerge * * * The 
first is that the training in the preclinical or laboratory 
studies is in the main satisfactory, not only to the 
clinicians, but also to the exponents and teachers of 
these subjects * * * the second point is that clinical 
teaching is defective, even when organized along what 
are in theory the most approved lines * * * The 
third point concerns the importance in clinical instruc- 
tion of the part-time teacher * * * 


Breast Tumor2—The thing that has impressed me 
most in my own experience with surgery of the breast 
is the very rapid change in type of the breast tumors that 
come under my observation. Up to about 1900 the 
benign tumors were about 34 per cent in my clinic at 
Johns Hopkins. Since then, in combining both the Johns 
Hopkins and my own service at St. Agnes Hospital, the 
percentage of benign has reached about 50 per cent, 
and in my own it is about 64 per cent. ~ 

Surely the women can not change the pathology of 
their tumors. The only explanation is that the time 
has grown shorter between the date when the woman 
realized that she had something in the breast and the 
time that she comes to the clinic. 


1, Herrick, W. W.: The Trend of Modern Medical Education. 
Sou. Med. Jour., 13:381 (May) 1920. 

2. Bloodgood, Joseph Colt: Discussion of Horsley, J. Shelton: 
A Tumors of the Breast. Sou. Med. Jour., 13:363 (May) 


SOUTHERN MEDICAL JOURNAL 


May 1945 


Book Reviews 


Synopsis of Clinical Laboratory Methods. By W. E. 
Bray, B. A., M. D., Professor of Clinical Pathology, 
University of Virginia. 528 pages, illustrated. Third 
Edition. St. Louis: The C. V. Mosby Company, 1944. 
Cloth $5.00. 

Dr. Bray has improved this brief manual to make it 
of greater value for the medical and technology stu- 
dents. Added are methods for Rh factors and intestinal 
parasites. The section on hematology is especially good. 
Cephalin-flocculation, acid phosphatase, hippuric acid 
tests, the tests for lead, barbiturates, salicylic acid and 
the frog test for pregnancy are included. A few 
methods such as the supravital differential technic, the 
falling drop method for specific gravity of blood and 
plasma are omitted. The methods given for hormones, 
vitamins and virus diseases are incomplete. However, 
for a small hospital laboratory or for the beginner in 
technulogy and for medical students, the manual is very 
compact and useful. 


The Biological Basis of Individuality. By Leo Loeb, 
Professor Emeritus of Pathology, Washington Uni- 
versity School of Medicine, Saint Louis. 711 pages. 
Springfield, Illinois: Charles C. Thomas, Publisher. 
Cloth $10.50. 

This book is the outgrowth of a life’s work in experi- 
mental cytology and cellular physiology. It concerns 
itself with problems in which the author has been in- 
terested. Pertinent facts as to the nature of neoplastic 
disease and the factors of heredity, constitution, and 
tissue transplantation are admirably presented. This is 
not a text-book but rather points of view supported by 
facts accumulated on mammalian cytology by the most 
active investigator of the times in this field. There is 
an excellent bibliography. 


Clinical Heart Disease. By Samuel A. Levine, M.D., 
F.A.C.P., Assistant Professor of Medicine, Harvard 
Medical School. Third Edition, Revised and Reset. 
462 pages, illustrated. Philadelphia and London: 
W. B. Saunders Company, 1945. Cloth $6.00. 

The great virtue of the third edition of this book is, 
like that of the first two editions, that it is of value 
to all who are interested in heart disease, for its clear 
style and simplicity of expression, plus the emphasis on 
practical points. The student and the busy practitioner 
will enjoy it; and the volume is filled with careful 
personal observations. Any specialist in the field will 
likely find useful points in it which are new to him. 
It has been, and continues to be, one of the best 
discussions of heart disease in any language. 

The chief changes which have been made are those 
which include a more comprehensive discussion of elec- 
trocardiography, and particularly the precordial lead, 
as well as the introduction to the section on phono- 
cardiography. Certain recent advances and knowledge 
of etiology have been included, such as the discussion of 
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the scleroderma heart. Advances in treatment have 
also been included as, for instance, the use of penicillin 
in bacterial endocarditis. The book is to be highly 
recommended. 


The Art of Resuscitation. By Paluel J. Flagg, M. D., 
Chairman, Committee on Asphyxia, American Medical 
Association. New York: Reinhold Publishing Corpor- 
ation, 1944. Cloth $5.00. 

The Art of Resuscitation is the art of saving lives. It 
is an emergency act which deals with the unconscious 
patient. This book, written by a man who has given 
25 years of his professional life to this art, is intended 
for those individuals who come in contact with the 
acute emergency of saving a life, the asphyxiated victim. 
Knowing what to do in such cases and being able to 
carry out such procedures with speed and calmness may 
be the difference between saving a life and losing one. 

The author has written a very practical book, easy to 
read and to grasp. He familiarizes one with the mechani- 
cal methods of resuscitation, how the machinery works. 
The author has beautifully described, with diagrams and 
illustrations, under separate chapters, the method of 
handling the various types of asphyxiation, such as 
asphyxia neonatorum, asphyxia from high voltage, 
asphyxia from submersion, asphyxia from anesthesia, 
asphyxia from poliomyelitis, as well as the types of 
asphyxia which confront the military man and the 
average civilian. He describes and illustrates the 
proper ways and means of transporting the unconscious 
individual. 

This book deserves a place not only in the hands of 
the medical man, but also in the hands of the public 
health worker, the lifeguard, the Red Cross worker, and 
the first aid man. It is a most complete treatment of the 
subject. 


Essentials of Pharmacology and Materia Medica for 
Nurses. By Albert J: Gilbert, M.D., Instructor of 
Pharmacology, Aultman School of Nursing, Canton, 
Ohio, and Selma Moody, R.N., Instructor in Nursing 
Arts, The Presbyterian Hospital of the City of Chi- 
cago. Second Edition. 290 pages, illustrated. St. 
Louis: The C. V. Mosby Company, 1944. Cloth $2.50. 


This simply written book seems too comprehensive 
to be used as an elementary text-book, contains too 
much detail to be covered in the number of hours 
usually allotted to this subject in most schools of nursing. 
However, it should prove a useful addition to the 
graduate nurse’s library. 

It is unfortunate that Fried’s rule, which is of no value 
whatsoever, is given for determining doses of medicines 
for infants. 


Annual Reprint of the Reports of the Council on 
Pharmacy and Chemistry of the American Medical 
Association for 1943. Cloth. Price, postpaid, $1.00. 
Chicago: American Medical Association, 1944. 

The present volume of reprints contains only eight 
reports on rejected articles. It is interesting to note that 
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objections to these are on a much higher plane than 
those it was necessary to urge against the flagrantly 
quackish preparations of earlier days. It would seem 
that the Council’s activities have stimulated reputable 
manufacturers to greater ethical consciousness and the 
disreputable do not now venture to submit articles for 
inclusion. 

It is noteworthy that the Council announces its in- 
tention of henceforth using only the metric system in 
its publications. 

The report gives a currently quite complete list of 
available commercial endocrine preparations, including 
those not accepted by the Council. 

As to vitamin preparations, the Council reports that 
the evidence does not yet warrant the acceptance of 
cod liver oil preparations for external use; however, 
announcement is made of the Council’s recognition of 
the use of massive doses of vitamin D in arthritis. 


New and Nonofficial Remedies, 1944. Containing 
Descriptions of the Articles Which Stand Accepted by 
the Council on Pharmacy and Chemistry of the 
American Medical Association on January 1, 1944. 
Issued Under the Direction and Supervision of the 
Council on Pharmacy and Chemistry of the American 
Medical Association. 778 pages. Chicago: American 
Medical Association, 1944. 

Physicians in general know of the existence of the 
Council on Pharmacy and Chemistry of the American 
Medical Association. The question whether the pro- 
fession, as a whole, appreciates the purpose for which 
it was created, the calibre of its component members, 
the quality and volume of its work, must be answered 
in the negative. 

The Council was established in 1905 to protect the 
medical profession and the public against fraud, un- 
desirable secrecy and objectionable advertising in con- 
nection with proprietary medicinal articles. The fruits 
of its activities are the reports published in the Journal 
of the American Medical Association and the book here 
being discussed which appears annually. 

“New and Nonofficial Remedies” contains descrip- 
tions of articles which stand accepted as of January 1 
of the year of publication. An impressive list of mem- 
bers of the Council and consultants follows the preface. 
The rules governing the admission of proprietary ar- 
ticles to the book are given followed by detailed ex- 
planatory comments. These rules require that for ac- 
ceptance, the composition of an article must be pub- 
lished and satisfactory tests for identity and purity 
furnished to the Council. There are restrictions as to 
advertising to the public and unwarranted therapeutic 
claims are forbidden. Labels must carry statements 
of poisonous or potent substances. 

The practicing physician is not qualified to pass on 
the claims advanced by pharmaceutical manufacturers. 
This is no reflection on his education or intelligence. 
“New and Nonofficial Remedies” and other Council pub- 
lications are his recourse in evaluation of proprietary 
therapeutic articles. 
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Southern Medical News 


DINNER HONORING DR. TOM D. SPIES 


Dr. Tom D. Spies, Nutrition Clinic, Hillman Hospital, Bir- 
mingham, Alabama, was honored by a dinner given by his friends 
at the Waldorf-Astoria Hotel in New York on Monday evening, 
April 2. Mr. Thomas W. Martin, President, Alabama Power 
Company, Birmingham, presided. Mr. Martin; in enumerating 
some of the major honors that had come to Dr. Spies, referred 
to the Research Medal of the Southern Medical Association given 
to Dr. Spies in November 1943, quoting in full the citation 
which accompanied that medal. 
The report that Dr. Spies gave showed a most satisfactory 
year’s work of the Clinic. It was announced that at a meeting 
of the Spies Committee for Clinical Research on Monday afternoon 
preceding the dinner plans were made for enlarging the scope of 
the work of the Clinic. Dr. Paul de Kruif, Holland, Michigan, 
presented Mr. C. Kettering, President, American Association 
for the Advancement of Science and Vice-President in Charge of 
Research, map Motors Corporation, Dayton, Ohio, who made 
dress of the evening. Dr. Raymond Walters, President, 
University of Cincinnati, Cincinnati, gave a short address in 
closing the dinner meeting. It will be recalled that the Nutrition 
Clinic at Birmingham is sponsored by the University of Cin- 
cinnati College of Medicine. Approximately one hundred and 
fifty attended this dinner. 

The Southern Medical Association was officially represented by 
its Secretary and General Manager, Mr. C. P. Loranz, Birmingham. 


GOLD AWARD TO DR. MURDOCK EQUEN 


Dr. Murdock Equen, Atlanta, Georgia, has received the Thomas 
A. Edison Foundation Gold Award for achievement in 1944. The 
award is made annually by the Foundation for some outstanding 
contribution to the arts and sciences. Dr. Equen developed the 
alnico magnet for removing metallic foreign bodies from the 
stomach and lungs, and demonstrated it before the Section on 
Ophthalmology and Otolaryngology of the Southern Medical Asso- 
ciation at St. Louis, Missouri, last November. The presentation 
of the award was made by Hon. Ellis Arnall, Governor of Georgia, 
at a special meeting of the Fulton County Medical Society, 
Atlanta, Dr. Jos. C. Massee, President, presiding, on Friday 
evening, April 20. Dr. Edgar G. Ballenger, Atlanta, President, 
of the Southern Medical Association, made some remarks appro- 
priate to the occasion. Dr. Equen limits his practice to 
otolaryngology. 


WILLIAM THORNWALL DAVIS POST GRADUATE COURSE 


The Eighth Annual Wm. Thornwall Davis Post Graduate 
Course in Ocular Surgery, Pathology, Ocular Motility and Orth- 
optics, will be given at The George Washington University 
School of Medicine, Washington, D. C., May 28-June 2. The 
Army Institute of Pathology, directed by Dr. J. E. Ash, Colonel, 
Medical Corps, U. S. Army, will give the course in eye pathology. 
The Resident Staff of the Department of Ophthalmology, directed 
by Dr. Ernest Sheppard, Professor of Ophthalmology, will give 
the course in surgery, ocular motility and orthoptics. The course 
is limited to thirty registrants. For further information address 
the Secretary, Miss Louisa Wells, 927 Seventeenth Street, N.W., 
Washington 6, D. C. 


ALABAMA 

Dr. Richard Campbell Clay, Birmingham, and Miss Madeline 
Murray, Whalesville, Maryland, were married recently. 

Dr. David Hugh Varn, Jr., and Miss Thelma Ruth McEntee, 
both of Birmingham, were married recently. 

DeatHs 


Bee William Dunsford Lyon, Andalusia, aged 69, died recently. 
John Coleman O’Gwynn, Mobile, aged 65, died recently 
of eat disease. 

Dr. James R. Stodghill, Lineville, aged 88, died recently. 


ARKANSAS 


Ashley County Medical en has elected Dr. M. C. Crandall, 
Wilmot, President; and Dr. L. C. Barnes, Hamburg, Secretary- 
Treasurer. 

Arkansas County Medical Society has elected Dr. E. B. 
Swindler, Stuttgart, President; Dr. Arthur Fowler, 


Humphrey, 
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Viso-Posetiient: and Dr. S. A. Drennen, Stuttgart, Secretary- 
reasurer. 

Chicot County Medical Society has = Dr. B. C. Clark, 
Lake Village, President; Dr. W. raig,. Eudora, Vice- 
and Dr. M. K, “Lake illage, Secretary- 
reasurer. 


County Medical Society has and elected 

S. C. Johnson, Kingsland, President; and Dr. W. G. Han- 
Rison, Secretary. 

Conway County Medical Society has elected Dr. H. E. Mobley, 


President; and Dr. C. E. Etheridge, Secretary-Treasurer, both 
of Morrilton. 
Desha County Medical Society has elected Dr. H. A. Rands, 


Dumas, President; Dr. Gibbs Biscoe, Dumas, Vice-President; and 
Dr. Swan B. Moss, McGehee, Secretary-Treasurer. 

Columbia County Medical Society has elected Dr. L. A. Longino, 
President; Dr. Joe F. Rushton, Vice-President; and Dr. John 
H. Wilson, Secretary-Treasurer, all of Magnolia. 

Faulkner County Medical elected Dr. J. S. Lieb- 
long, Greenbrier, President; Dr. N. Fraser, Conway, Vice- 
President; and Dr. I. N. titcCollues, Secretary-Treasurer. 

Garland Society has elected Dr. Smith, 


President; Dr. eed, Vice-President; and Dr. E. Gray, 
all of Hot Springs National Park 

Greene County Medical Society has elected Dr. R. J. Haley, 
President; Dr. W. E. Ellington, Vice-President; and Dr. W. 
McD. Lamb, Secretary-Treasurer, all of Paragould. 

Grant County Medical Society has elected Dr. O. R. Kelly, 


President; and Dr. Miles F. Kelly, Secretary, both of Sheridan. 

Lafayette County Medical Society has elected Dr. F. E. Baker, 
President; and Dr, A. W. Keith, Secretary, both of marge 

Lonoke County Medical Society has elected Dr. A. Callahan, 
Carlisle, President; Dr. O. D. Ward, England, Nice Proideatt 
and Dr. F. A. Corn, Lonoke, Secretary-Treasurer. 

Miller County Medical Society has elected Dr. N. B. Daniel, 
President; Dr. William Hibbitts, Vice-President; and Dr. Geo. 
W. Parson, Secretary-Treasurer, all of Texarkana. 

White County Medical Society has elected Dr. Porter R. Rodgers, 
Searcy, President; Dr. W. H. Wilson, Oxford, Vice-President; 
and Dr. S. J. Allbright, Secretary-Treasurer. 

Dr. Geo. B. Fletcher, Hot Springs National Park, has been 
reappointed to the Board of Trustees, State Hospital for Nervous 


jiseases. 

Dr. John C. McAdams, Pangburn, has moved to Bradford. 

Dr. B. L. Bailey, recently of Sterlington, Louisiana, has re- 
turned to Star City. 

Dr. H. E. Mobley, Morrilton, has been elected President of the 
local Chamber of Commerce. 

Dr. John H. Wilson, Magnolia, has been appointed a Trustee of 
the Third District Agricultural and Mechanical College, Magnolia. 

Dr. D. L. Mask, Hamburg, has moved to Bearden. 

Dr. A. S. Buchann, Prescott, has been appointed to the Ar- 
kansas State Board of Health. 

Dr. Ralph E. Crigler, Fort Smith, has been elected a Director 
of the local School Board. 

Dr. John S, Agar, Lieutenant, Medical Corps, has been awarded 


Continued on page 54 
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MILK WITH DRIED 
BREWER’S YEAST 


The feeding chart shown here comparing dried whole milk with and without dried 
brewer’s yeast tells its own story in growth, hemoglobin and reproduction differences. 


WEIGHT 

GRANS 

WHOLE MILK. 
CONTAINING 

300 BREWERS YEAST. 
B- COMPLEX 

HEMO6LOBIN 


260} 5% 

96.5% AV. 
RRO 
180 


140 


100 Pooper WHOLE MILK 
ALONE 


OGLOBIN 
MEM 
28.5 % AV. 
WEEKS 


20 

A teaspoonful (five grams) of the dried 
brewers yeast is about five per cent of the 
solids in a quart of milk. 


There is nothing new. It confirms what McCollum 
and Davis, Osborne and Mendel published some 
twenty-five years ago. Dried brewer’s yeast, the most 
potent known source of the whole of Vitamin B—for 
long every where the standard for the vitamin B group 
—supplies B vitamin factors in which milk is low, iron 
and the extrinsic anti anemia factor. 


Hess, Pritchard, Macy, Hoebler, Sure, Guest and 
associates, Daniels, Nelson and Parks have shown the 
distinct growth and lactation promoting value in mother 


and child feeding. 


The amounts indicated, taking the teaspoon at 
five grams: 


up to twelve years... 2 teaspoons 


twelve years and adults.._.2 


In the diets of expectant and nursing mothers 
more has been used. The general way is a teaspoon 
in milk, the soup, in vegetables and sprinkled over or 
mixed into the breakfast cereal. 


Pellagra requires as the daily minimum two teaspoons three times daily, about an ounce, 
to twice this. The undebittered type is generally used in pellagra and this type is best mixed 
into water and taken as any other medicine. 


Samples sent to physicians and hospitals 


VITAMIN FOOD COMPANY, INC. 
Vitamin Research Laboratories, Inc. 


187 Sylvan Avenue 


Newark 4, N. J. 
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the Presidential Unit Citation of the 2nd Marine Division for 
bravery in action on Tarawa. 

Dr. Charles Robert Watson and Miss Pauline Lindsey Davis, 
both of Little Rock, were married recently. 


DEaTHS 


Dr. Henry Baxton Hardy, Greenbrier, aged 71, died recently 
of cerebral hemorrhage. 

Dr. Charles Stanhope Means, Fort Smith, A $s, died recently. 

Dr. Junius Ruth, Rison, aged 59, 

Dr. Fergus O. Mahoney, El Dorado, 65, February 6. 

Dr. Edmond Wallace Wood, Marshall, aged 79, died recently. 


DISTRICT OF COLUMBIA 


Dr. John B. Nichols, Washington, has completed writing the 
history of the Medical Society of the District of Columbia. 
g with him on the ee on History have been Dr. 
Willian J. Mallory and Dr. Joseph S. Wall, both of Washington. 

Dr. Merritte W. Ireland, Washington, Major General, U. S. 
Army, retired, formerly Surgeon General of the U. S. Army, was 
presented the William Freeman Snow Medal for distinguished 
service to humanity at the recent annual meeting of the American 
Social Hygiene Association held in Chicago. The award was 
established in 1937 and is given annually by the Association. 

The Davidson Lecturer for the Medical Society of the District 
of Columbia for 1945 will be selected by the following sub- 
committee appointed by the Executive Board of the Society: 
Dr. William Earl Clark, Chairman, Dr. A. Magruder MacDo' 

Dr. Fred R. Sanderson, Dr. Henry C. Schreiber and Dr. Coursen 
B. Conklin, all of Washington. 

Dr. William M. Ballinger, Washington, was elected as one of 
the Trustees of the Health Security Administration at the 
recent annual meeting of this organization. 

Children’s Hospital, the Episcopal Eye, Ear and Throat Hos- 
ital, Washington Home for Incurables and the Washington Society 
or the Hard of Hearing, all of Washington, were among the 
organizations to receive $1,000 each under the terms of the will 
of Mrs. Mary D. H. Kendall. 

Dr. Vincent Di Francesco, Washington, was among prisoners 
of war in Poland released from a Nazi prison camp by the 
Soviet Army. 


May 1945 


Dr. Raymond T. Holden, Washington Commander, Medical 
Corps, USNR, has been awarded the commendation ribbon for 
his performance of duty as a Senior Medical Officer. 

Dr. Vincent Hernandez, Washington, Captain, Medical Corps, 
USNR, has been awarded the Bronze Star “for meritorious achieve- 
ment as force medical officer on the staff of Commander Air 
Force, U. S. Atlantic Fleet from June 1943 to January 1945.” 

Dr. Wood Lyda, Washington, and Mrs. Nancy Mullen Steere, 
Seattle, Washington, were married recently. 


DEaTHs 
Dr. ~— Berger Campbell, Washington, aged 75, died 
February 5. 

FLORIDA 


Alachua County Medical Society has elected Dr. Harry M. 


Merchant, President; Dr. John H. Thomas, Vice-President; and 
Dr. Stuart D. Scott, Secretary- Treasurer, all of Gainesville. 
Broward County Medical Society has elected Dr. Roland F. 


Fisher, President; Dr. Frank Denniston, Fort Lauderdale, Vice- 
President; and Dr. 0. C. 


Brown, Fort Lauderdale, Secretary- 
Treasurer. 


Columbia County Medical Society a elected Dr. William S. 
Nichols, Lake City, President; Dr. E. C. Crouch, yapet, Vice- 
President; and Dr. T. H. Bates, Lake City, Secretary-T: reasurer. 

Escambia County Medical Society has elected Dr. Thurlow W. 
Reed, President; Dr. Luther C. Fisher, Vice-President; and Dr. 
Lee Shar, Secretary Treasurer all of Pensacola. 

Nassau County Medical Society has elected Dr. David G. 
Humphries, Fernandina, President; Dr. Waren A. Brewster, Calla- 
han, Vice-President; and Dr. John W . McClane, Fernandina, 
Secretary-Treasurer. 

Pasco-Hernando-Citrus County Medical Society has elected Dr. 
W. B. Moon, Crystal River, President, who has been elected 
to represent his district, (Citrus and Hernando Counties) in 
the State Senate of Florida at the next meeting of the State 
Legislature; Dr. W. H. Walter, Lacoochee, First Vice-President; 
Dr. A. C. Coogler, Brooksville, Second Vice-President; and Dr. 
G. R. Creekmore, Brooksville, Secretary- Treasurer. 

St. Johns County a Society has elected Dr. Charles C. 
Grace, President; Dr. R. D. Harris, Vice-President; Dr. R. T. 


Continued on page 56 


An Unusually Useful Book! 


Here is an entirely new and original book 
for reeducating abnormal drinkers to absti- 
nence. It is written in a pleasantly informal 
style, and carries an individual message for 
everyone who needs help. If that means you, 
some member of your family or a friend, be 
sure to take advantage of the sound advice 
offered in Dr. Seliger’s tremendously help- 
ful book. 


OTH BOUND EDITION $2.00 
Ani at Your Bookstore 
ealers’ Agent: 
REMINGTON-PUENAM co., 
altimore 1, Maryland 


(Mailed in a Fs envelope) 


Alcoholism Publications, 
2030 Park Ave., Baltimore 17, Md. 

Please send_________.copies Alcoholics Are Sick People. 
0 Check (J Money Order Enclosed 

Name 


Address 
é 
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U. S. Signal Corps photo shows casu- 
alty being returned to an evacuation 
hospital in an ambulance after having 
had his wound dressed at an aid sta- 
tion in the field. 


radiography directs surgical reconstruction 


Radiographs are often used to visual- 
ize such injuries soon after they occur 
and later guide the surgeons at every 
step in their work of reconstruction in 
the general hospitals. 


end result... function often fully restored 


Radiography is contributing substan- 
tially to the well-nigh miraculous rec- 
ord of our surgeons, both in the saving 


of life and the restoration of function. 
eee 


Kodak’s part is to assist in the reha- 
bilitation of the war wounded by pro- 
viding the Blue Brand X-ray Films on 
which most of the war radiographs are 
made. Eastman Kodak Company, Med- 
ical Division, Rochester 4, N. Y- 


1895-1945... 50th Anniversary of Roentgen’s discovery of the x-ray Worlg>, Pes @) 


Such surgical achievements are materially helped 


through the guidance of radiography — 


shrapnel burst shatters distal end of radius | | | 
\ 
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HAVE YOU PATIENTS 


With Any of These Conditions ? 


Hernia ? 
Enteroptosis 
with Symptoms ? 
Sacroiliac Sprain 
or other 
Back Injury ? 
Spinal Arthritis ? 
Postoperative 
Conditions ? 


Maternity or 
Postpartum 
Conditions ? 


s Abdominal Support- 
ing Corset shown open reveal- 
ing inner support. This is a 
SEPARATE section, adjust- Breast 


able to the corset section and 

the patient’s figure by means 

of flat tapes that emerge on 
outside of corset. 


When you prescribe a Spencer Support you are assured 
it will meet your specific requirements and the pa- 
tient’s figure needs, because it will be individually 
designed, cut and made for the one patient who is 
to wear it. 

Every Spencer Support is individually designed for the 
patient of non-elastic material. Hence, the support it 
provides is constant, and a Spencer can be—and IS— 
guaranteed NEVER to lose its shape. Spencer Supports 
have never been made to stretch to fit; they have al- 
ways been designed to fit. Why prescribe a support 
that soon loses its shape and becomes useless before 
worn out? Spencers are light, flexible, durable, easily 
laundered. 

For a Spencer specialist, look in telephone book under 
Spencer corsetiere or write to us. 


SPENCER 
Abdominal, Back and Breast Supports 


Problems ? 


129 Derby Ave, New Haven 7, C 

y Ave., New Haven 7, Conn. 

In Canada: Rock Island, Quebec. > ta We 

In England: Spencer (Banbury) Ltd., end You 
Banbury, Oxon. Booklet? 

Please send me booklet, ‘‘How Spencer 

Supports Aid the Doctor’s Treatment.” 


May 1945 
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Rankin, Secretary; and Dr. A. C. Walkup, Treasurer, all of St. 
Augustine, 

Seminole County Medical Society has os Dr. J. A. Smith, 
Homestead, President, and Dr. Leland H. Dame, Sebring, Sec- 
retary- -Treasurer, re-elected. 

Graduate Short Course, according to announcement ot De: kT. Z. 
Cason, Chairman of the Florida Medical tion’s Committee 
on Medical Postgraduate Course, will be held in Jacksonville 
June 25-30 as scheduled 

Dr. Walter C. Payne, Pensacola, in recognition of his organi- 
zation and direction of the Escambia County Blood Bank, was 
recently presented with a silver tray by the local Kiwanis Club. 

Dr. Frank V. Chappell, Pas-a-Grille, has been appointed 
Director, Hillsboro County Health Unit, having received a medical 
discharge from the Army last fall. 

Dr. Francis C. Haberman, formerly of Cincinnati, Ohio, is 
now associated with Dr. A. A. Cueto, Fort Lauderdale. 

Dr. Sidney G. Kennedy, Pensacola, is stationed at ‘the Naval 
Air Training Center, after twenty months of active duty with the 
Navy in the South Pacific. 

Dr. Douglas D, Martin, Tampa, has been commended by Admiral 
Nimitz for his work as chief of medical service at a fleet hos- 
pital in the South Pacific. 

r. L. L. Whiddon, Ft. Pierce, was recently presented with the 
Citizenship Medal by the Veterans of Foreign Wars in recognition 
of his outstanding work in the community, —* in con- 
nection with the venereal disease control program. 


DEATHS 


Dr. Julius A. Childs, St. Petersburg, aged 86, died recently. 

Dr. Lawrence T. Galphin, Fernandina, aged 43, died recently. 

Dr. Arthur E. Genius, Winter Park, on 77, died hemwenrg of 
leukemia, 

Dr. Andrew Frederick Kennedy, Miami, aged 81, died recently 
of cerebral hemorrhage and arteriosclerosis. 

r. John Lewis Mahoney, St. Petersburg, aged 72, died recently 

of poet. ower of the sigmoid and metastasis. 

Dr. James Willard McMurray, Williston, aged 38, died recently 
of coronary occlusion. 

Dr. Harry Caldwell Parker, Gulfport, aged 67, died recently 
of carcinoma of the left lung. 


GEORGIA 


Baldwin County Medical Society has elected Dr. Ss. 
President; Dr. G, L. Echols, Vice-President; and er J. M 
Anderson, Secretary-Treasurer, all of Milledgeville. 

Clarke \ounty Medical Society has elected Dr. Tom A. Dover, 
Clayton, President; Dr. C. S. Lancey, Vice-President; and Dr. 
W. H. Cabaniss, Athens, Secretary-Treasurer. 

University of Georgia School of Medicine, Augusta, has added 
as faculty members: Dr. W. H. Waller, Associate Professor of 
Anatomy, who teaches gross anatomy and neuroanatomy; Dr. 
Russell A. Hug:ins, Assistant Professor of Pharmacology; and 
Dr. George P. Childs, a Research Fellow in Pharmacology under 

a special grant. 

Hospital Service Association, Savannah, has elected Dr. M. i 
Egan, President; Dr. Lawrence Lee, Vice- President; Dr. H. 
Cooledge, Secretary; and Dr. John J. Cornell, Treasurer. 

The Emily Winship Woodruff Maternity Center of Crawford 
W. Long Memorial Hospital, Atlanta, was recently opened. A 
nine-story building, construction was "started in 1941 but com- 
pletion was delayed because of lack of essential materials. 

Dr. Harry Crawford King and Miss Lois Amy Campbell, both 
of Atlanta, were married recently. 

Dr. Joseph Henry Morris, Maysville, and Miss Rose Marie 
Cameron, New Orleans, Louisiana, were married recently. 

Dr. Saul Rubin, Savannah, and Miss Audrey Mae Moses, 
Athens, Tennessee, were married recently. 


DEATHS 


Dr. William Andrew Borders, Floyd, aged 78, died recently. 
Dr. Thomas Parker Bullard, Palmetto, aged 73, died recently 
of Rigs heart disease. 
r. John Thomas Garland, Macon, aged 88, died February 18. 
Dr. James Henry Savage, Atlanta, aged 62, died February 8. 
Dr. James Edgar Woods, Atlanta, aged 77, died February 3. 


KENTUCKY 


Southeastern Medical Association has canceled =A annual 
meeting which was scheduled to meet in Paducah in 

Caldwell County Medical Society has elected Dr. J. Mt Moore, 
President; Dr. Frank T. Linton, Vice-President; and Dr. W. L. 
Cash, Secretary, all of Princeton. 


Continued on page 58 
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When Radiografhy 
Called Far 
4-Man-Power Ker. 
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Recalling the period shortly after Roentgen’s 
famous discovery, is this depiction of how the 
progressive contemporary physician, inspired by 
the possibilities with x-rays in medicine, pro- 


ceeded to obtain a radiograph of his patient's 


hand. 


A crude set-up, as you see, yet it served his pur- 
pose—even though this two-plate static machine 
had to be manually cranked for a half-hour to 
produce a “‘skiagraph” of the hand! 


To fully appreciate how far x-ray science has since 
advanced, consider today’s facilities for producing 
chest radiographs in 1/60-second or less, and of 
8-inch steel castings in 3 1/2 minutes! 


Looking back upon this half-century of progress, 


we of the G-E organization enjoy a profound 
satisfaction in having been privileged to collabo- 
rate with the radiological profession and indus- 
trial engineers toward continual advancements in 
this science; while pledging anew our facilities 
for research and development as they may in the 
future serve the mutual interests. 


yisos | OUR FIFTIETH YEAR OF SERVICE Jioas¢ 


GENERAL ‘i ELECTRIC 


X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO (12), ILL. U.S.A 
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Its Toxicity is Low 


The human leucocyte cell with- 
stands a concentration of 1:600 
iodine before its resistance is 
overcome. Leucocytic activity was 
found to be inhibited at much 
lower concentrations by other 
tested germicides.* 


The low toxicity of Iodine in re- 
lation to its bactericidal action, is 
one of several reasons for its pref- 
erence in surgery, in first aid... 
wherever an antiseptic for general 
use is needed. 


*Welch, Henry, and Hunter, Albert 
C., Method for Determining the Effect 
of Chemical Antisepsis on Phagocy- 
tosis, Am. Jal. of Public Health, Vol. 
30, No. 2, Feb. 1940, 


Iodine Educational Bureau, Inc. 
120 Broadway, New York 5, N. ¥. 


* 
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Henry County Medical Society has elected Dr. F. D. Hancock, 
Sulphur, President; Dr. O. P. Chapman, Port Royal, Vice- 
President; and Dr. Owen Carroll, New Castle, Secretary. 

Boyle County Medical Society at a recent meeting adopted a 
resolution that a memorial fund be given to the Ephraim 
McDowell Memorial Hospital for the purchase of obstetric, . 
gical and laboratory equipment in honor of the late Dr. John D. 
Jackson, Danville, and that a bronze plaque in memory of Dr. 
Jackson be donated by the Society to the Hospita 

Dr. Robert W. Bledsoe, Covington, has been re- elected President, 
Northern Kentucky Motor Club for the twelfth consecutive term. 

Dr. William F. Fidler has been named Director, Christian 
County Health Department. 

Dr. Gerhard Hecht has resigned his position in charge of 
venereal disease treatment at the East Louisville Health Center 
to enter practice in Binghamton, New York. 

Dr. John H. Blackburn, who has practiced medicine in 
Bowling Green since 1900, was recently guest of honor at a 
dinner in acknowledgment of his service to the community 

Dr. D. Handley, Hodgenville, Lieutenant Colonel, Medical 
Corps, U. S. Army, has received the Bronze Star Medal. 


DEATHS 


Dr. ‘George Anderson Crafton, Fulton, aged 56, died recently. 

Dr. D. Mal Embry, Louisville, aged 55, died recently of 
cerebral hemorrhage. 

Dr, John C. Gose, Columbia, aged 78, died February 4 of 
carcinoma of the prostate, uremia and arteriosclerotic heart disease. 

Dr. William Edward Gary, Hopkinsville, aged 62, died February 
19 of leukemia. 

Dr. James Harry Hendren, Balkan, aged 71, died recently. 

Dr. Owen Glass Jones, Smith Mills, aged 77, died recently of 
heart disease. 

Dr. William Alvie Moffitt, Paducah, aged 72, died recently of 
chronic myocarditis. 

Dr. William Ernest Risque, Midway, aged 85, died March 9, 

Dr. James Malcolm Stallard, Sparta, aged 74, died —. 

Dr. Eugene Clyde Underwood, Jr., Louisville, aged 62, died 
— of coronary thrombosis, 

James Corthen Woodburn, Greenville, aged 77, died re- 

anne of Parkinson’s disease and arteriosclerosis. 


LOUISIANA 


Ascension Parish Medical Society has elected Dr. E. S. Kyes, 
Dutch Town, President; Dr. Dawson T. Martin, Donaldsonville, 
Vice-President; and Dr. E. A. Schexnayder, Donaldsonville, 
Secretary-Treasurer. 

Assumption Parish Medical Society has elected Dr. Henry A. 
LeBlanc, Paincourtville, President; Dr. H. C. Dansereau, 
Labadieville, Vice-President; and Dr. Julius W. Daigle, Paincourt- 
ville, Secretary-Treasurer. 

Calcasieu Parish Medical Society has elected Dr. W. A. K, 
Seale, Sulphur, President; Dr. W. P. Bordelon, Lake Charles, 
Vice-President; and Dr. Eleanor Cook, Lake Charles, Secretary- 
Treasurer. 

Lafayette Parish Medical Society has elected Dr. L. A. Prejean, 
Scott, President; Dr. C. J.. Saloom, Lafayette, Vice-President; 
and Dr. A. A. deMier, Lafayette, Secretary-Treasurer. 

LaFourche Parish Medical Society has elected Dr. J. L. Danos, 
Thibodaux, President; Dr. L. Chatelain, Cut Off, Vice-President; 


’ and Dr. P. A. Robichaux, New Orleans, Secretary-Treasurer. 


Shreveport Medical Society has elected Dr. W. R. Mathews, 
President; Dr. J. E. Heard, First Vice-President; Dr. C. H. 
Webb, Second Vice-President; Dr. T. B. Tooke, Jr., Secretary; 
and Dr. E. B. Flake. Treasurer. 

St. Martin Parish Medical Society has elected Dr, J. L. Beyt, 
St. Martinville, President; and Dr. S. D. Yongue, Breaux Bridge, 
Secretary-Treasurer, 

Southern Baptist Hospital staff. New Orleans, recently elected, 
is composed of Dr. Sam Hobson, Chairman; Dr. John T. Sanders, 
Vice-Chairman; Dr. J. W. Wells, Treasurer; and Dr. W. H 
Gillentine, Secretary. 

The new War Memorial Hospital, Leesville, was recently 
opened at a cost of $250,000. 

Dr. H. Ashton Thomas and Dr. Louis A. Wilensky, New 
Orleans, recently received certifications by the Board of 
Otolaryngology. 

Dr. Wilbur C. Smith, New Orleans, is the newly elected 
President of the National Collegiate Athletic Association, being 
the first representative of a Southern university to occupy this top 
executive position. 

Dr. Emile A. Bertucci, Sr., New Orleans, at a recent meeting 
of the Orleans Paris School Board. was promoted from a 
Physician to Director, Field Activities in the Department 
Hygiene and Child Welfare, New Orleans Public Schools. 


Continued on page 60 
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e Rigidity is achieved in this ligh:, strong cast by utilizing 
the simple mechanical principle of the cantilever bridge. 

“Specialist”* Bandages, reinforced with “Specialist” 
Splints at points of greatest stress, provide maximum cast 
strength with minimum consumption of time and 
material ORDER FROM YOUR DEALER 


NEW BRUNSWICK, N. J. CHICAGO, 


strode Merk U.S. P OF 
a PLASTER-OF-PARIS” 
BANDAGES AND SPLINT 
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LOST NO TIME 


—in producing equipment for the Armed 
Forces. We put in longer hours, increased 
the number of employees, bought more and 
better tools, thus greatly increased output— 
to meet their needs for 


Ultraviolet Lamps 
Zoalites 
Short Wave Diathermy Units 
Bakers 
Sine-O-Trons 


and other equipment used in the Physical 
Medicine Departments of Government Hos- 
pitals. 

Sometime—we hope soon—the smoke of battle 
will have cleared. Then, again, we will lose 
no time, just keep on rolling, making the 
Burdick Equipment you’re waiting for. 


Meanwhile, let us and our dealers help you 
keep the equipment you now have on the job 
until you can get the new and improved models 
now in process and production. 


“BURDICK CORPORATION 


MILTON WISCONSIN 
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Dr. Clyde Brooks, New Orleans, recently resigned as Director, 
Department of Pharmacology and Experimental Therapeutics in 
the Louisiana State University School of Medicine to become Dean, 
Essex College of Medicine and Surgery, Newark, New Jersey. 

Dr. John L. DeLeo and Dr. M. L. Michel, New Orleans, were 
recently certified by the American Board of Surgery. 

French Hospital Medical Staff, New Orleans, recently elected, 


is as follows: Dr. Lucien C, Delery, Chairman; Dr. Nicholas 
Chetta, Vice-Chairman; and Dr. O. D. Thomas, Secretary- 
Treasurer. 

Dr. Ignatius DeMatteo, Dr.. Chester Fresh and Dr. David 


Womack, all of New Orleans, have been relieved from duty in 
the Army of the United States and have resumed their practice. 


DEATHS 


Dr. P. M. Girard, Lafayette, aged 85, died recently. 
Dr. Charles Y. Seagle, Bertrandville, aged 67, died recently. 


MARYLAND 


Dr. Lawrence F. Woolley, Clinical Director, Sheppard and 
Enoch Pratt Hospital, Towson, has been appointed Director of 
Therapy and Research, Haarlem Lodge Sanitarium, Catonsville, 
and Elkridge Farm, Ellicott, and is now engaged in the practice 
of Fat mw 4 at 2030 Park’ Avenue, Baltimore. 

Dr. Theodore R. Shrop, Oakland, has resigned as Deputy State 
and County Health Officer of Garrett County. 

Dr. Louis G. Llewelyn, Pokomoke City, has resigned as Deputy 
State and County Health Officer of Worcester County. 

Harriett Lane Home for Invalid Children, Johns Hopkins Hos- 
pital, Baltimore, is having planned a new ward to provide special 
care for premature babies, this to accommodate twenty-four babies. 


DEATHS 


Dr. Harry Morton Bowen, Aquasco, aged 73, died recently of 
coronary thrombosis. 

Dr. Josiah Slicer Bowen, Baltimore, aged 62, died recently of 
coronary thrombosis. 

Dr. John Henry Sterner, North East, aged 57, died recently 
of coronary occlusion. 


MISSISSIPPI 


A Professional Advisory Committee has been appointed to 
advise the Rehabilitation Division on policies involving provision 
of medical care to rehabilitation clients. This committee is com- 
posed of the following physicians: Dr. J. P. Culpepper, Hatties- 
burg; Dr. R. H. Biggs, Sanatorium; Dr. L. J. Clark, Vicksburg; 
Dr. Paul B. Gamble, Greenville; Dr. W. C. Thompson; Dr. 
Adrian VanDyke Hagaman, Jackson; Dr. Felix J. Underwood, 


Jackson; Dr. T. H. Blake, Jackson; Dr. Harvey F. Garrison, 
Jackson; and Dr. Estelle Magiera, Jackson. 
DEATHS 


Dr. John Thomas Barry, Oxford, aged 77, died February 13. 
lg Claiborne Steele Hyland, Yokena, aged 85, died recently. 
Joe Holmes Price, Poplarville, ‘aged 46, died recently of 
injuries received in an automobile accident. 


MISSOURI 


Rev. Alphonse M. Schwitalla, S. J., Ph.D., President, Catholic 
Hospital Association and Dean, St: Louis University ‘School of 
Medicine, St. Louis, has been named Moderator of the Federation 
of Catholic Physicians’ Guilds and Editor of the Federation’s 
Journal, the Linacre Quarterly. 

Council of Social Agencies of Kansas City y reelected to 
its Health Council Dr. Hugh L. Dwyer and Dr. G. F. Pendleton 
and has elected Dr. C. Edgar Virden and Dr. Cecil M. Kohn. 
Dr. E. H. Skinner and Dr. Cecil M. Kohn were elected to the 
Executive Committee. 

Louise G, Wallace Hospital, Lebanon, has had a new wing 
added, making the capacity of the hospital eighty beds. 

New Madrid County has had approved for a health unit a 
budget of $10,000. 

Dr. John Zahorsky, St. Louis, was made President Emeritus, 
Bethesda General Hospital recently when he resigned as Presi- 
dent after having been head of the institution for twelve years. 

r. Schofield, Warrensburg, has been named County 

A. R. McComas, Sturgeon, has been presented with a 
sold ‘button commemorating his fiftieth anniversary as a Mason 
at Sturgeon. 

Dr. Rexford L. Diveley, Kansas City, Colonel, Medical Corps, 


Continued on page 62 
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IMPROVED ZIMMER CONTAINER 


Makes easy the quick selection of 
the right bone plates, drills and screws 


A simple lock prevents 
screws from dropping 
out. Pulling up two 
knobs on top of con- 
tainer releases lock. 


The improved Zimmer Bone Plate and Screw Container groups drills and 
plates according to number, and groups screws according to length. A 
simple lock prevents screws from dropping out, even when container is 
wrapped and placed upside down in the autoclave for sterilization; un- 
locks by pulling upward on two knobs so screws can be removed. 

This container materially assists in quick selection of the right plates, 
screws and drills. . . saves time for operating teams. Can be sterilized 
as a unit. 

Zimmer plates and screws are made of the best S-M-O stainless steel 
—non-corrosive and proved the toughest material applicable for bone work. 

Two complete Zimmer outfits to choose from, including full set of 
Sherman, or plain, plates, screws and drills. 
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A. U. S., was recently awarded the Bronze Star with a special 
citation. 

Dr. George C. Bess, St. Louis, Lieutenant Colonel, Medical 
Corps, A. U. S., has been given the second Distinguished Service 
Badge. 

Drs. Justin and Marcel L. Mooney, Kansas City, Lieutenant 
Commanders, USNR, were recently awarded the Bronze Star. 


DEATHS 


Dr. Harry Baum, St. Joseph, aged 64, died recently of lobar 
pneumonia. 

Dr. Edward C. Beck, St. Louis, aged 80, died recently of 
carcinoma of the prostate, cerebral hemorrhage and pneumonia. 

Dr. Robert Marvin Benson, Carrollton, aged 62, died recently 
of cerebral hemorrhage. 

Dr. Lee Roy Colby, Norborne, aged 87, died recently of 
cerebral hemorrhage. 

Dr. John Albert Flury, St. Louis, aged 58, died recently of 


t disease. 
Dr. Sylvester Bernard Helwig, St. Louis, aged 48, died 
recently of chronic hypertensive nephritis. 
Dr. Edward Lovelle Stewart, Kansas City, aged 68, died 
recently of bronchial carcinoma. 


NORTH CAROLINA 


Dr. Harold D. Green, formerly Associate Professor of Physiology, 
Western Reserve University School of Medicine, Cleveland, Ohio, 
is Professor of Physiology and Pharmacology, Bowman Gray 
School of Medicine of Wake Forest College, Winston-Salem. 

Bowman Gray School of Medicine’s $250,000 out-patient de- 
partment building will soon be under construction. 

Dr. James S. Gamble has been named Superintendent, Reeves 
Gamble Hospital, Lincolnton, and local Surgeon for the Seaboard 
and Southern Railways, succeeding his father, the late Dr. John 
R. Gamble. 

Dr. Sigma V. Lewis has been appointed Director, Burke-Caldwell 
District Health Department with offices in Lenoir. 

Dr. Gus Evans Forbes, Jr., Greenville, and Miss Nancy 
Burnette Armistead, South Hill, Virginia, were married recently. 
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Dr. Kearns Reid Thompson, Jr., Durham, and Miss Sara Eliza- 
beth Bell, Dillon, were married recently. 


DeatHs 


Dr, Isaac James Archer, Black Mountain, aged 82, died 
February 19. 

—— Horace Mitchell Baker, Lumberton, aged 45, died Febru- 
ary 28. 

Dr. Nathaniel Chesley Daniel, Oxford, aged 74, died February 4. 

Dr. Allan McLean, Morganton, aged 61, died February 22. 


OKLAHOMA 


Dr. Basil A. Hayes, Oklahoma City, has been promoted to 
Professor and Chairman, Department of Urology, University of 
Oklahoma School of Medicine. 

Dr. Ernest Lachman, Oklahoma City, has been promoted to 
Professor and Chairman, Department of Anatomy, University 
of Oklahoma School of Medicine. 

Dr. Ralph Waldo Hubbard, Oklahoma City, Major, Medical 
Corps, A.U.S., who was taken prisoner by the Japanese is 
believed to be in Cabanatuan, Philippines. 

Dr. William C. “McClure, Oklahoma City, Lieutenant, Medical 
Corps, A. U. S., has been awarded the Bronze Star. 

Dr. Charles R. Rayburn, Norman, Lieutenant Colonel, formerly 
Assistant Medical Superintendent, Central Oklahoma State Hos- 
pital, has been relieved of his duties as Wing Surgeon of Hunter 
Field, Georgia, and placed on inactive status to resume his 
former position. 

Dr. Edwin C. Yeary, Oklahoma City, Captain, Medical Corps, 
A. U. S., has been reported missing in action in Belgium since 
December 19, 1944. 

Dr. T. J. Huff, Walters, Captain, Medical Corps, A. U. S., has 
— réported missing in action in Luxembourg since December 19, 


DEATHS 
Dr. Joseph R. Keller, Sulphur, aged 75, died recently. 
Dr. Ralph Emerson Myers, Oklahoma City, aged 57, died March 
14 of meningitis caused by the type III pneumococcus. 


Continued on page 64 
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LaMOTTE BLOOD CHEMISTRY SERVICE 


LaMOTTE BLOOD SUGAR OUTFIT 


For rapid estimation of blood sugar sugar per 100 cc. of blood. Direct 


in determining sugar tolerance for . . 
diabetic patient. Uses only few drops ceeults without calculations. Only a 
‘tects at minutes req for Pp test. 


Invaluable for in- Complete with instructions, price 
fant cases. Accurate to 10 mg. of $24.00, f.0.b. Baltimore, Maryland. 


This Service includes a series of similar outfits for conducting the follo 
accurate tests: Blo 
Blood pH, Gastric Acidity, Calcium-Phosphorus, Blood Bromides, Urinalysis, 
Sulfanilamide, Sulfapyridine, Sulfathiazole, Sulfaguanidine, Sulfadiazine. 


LaMOTTE CHEMICAL PRODUCTS CO., Dept. S, Towson 4, Baltimore, Maryland 


Urea, Icterus Index, Phenolsulphonphthalein, Urine DHL 


© BRONCHIAL ASTHMA 

© PAROXYSMAL DYSPNEA 

© CHEYNE-STOKES RESPIRATION 
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Action! 


in the Respiratory and Circulatory Emergencies 
of Intravenous Barbiturate Anesthesia 


inject 


Ampules 1 and 3 cc., 
tablets, solution, powder 


Metrazol, brand of pentamethylentetrazol, 
Trade Mark, reg. U. S. Pat. Off. 


BILHUBER-KNOLL 


1 to 3 cc. and repeat 


intravenously, intramuscularly, subcutaneously 


collapse following accidents or surgical trauma 
opiate and barbiturate depression - asphyxia 
- denarcotization after general anesthesia - 


circulatory and respiratory support in the emer- 
gencies of pneumonia - - + 


- - ORANGE, NEW JERSEY 


Woven with Cotton 
and “VINYON E” 
for Greater Elasticity! 
*"ALOE” 
Cotton Elastic Bandage 


Provides even; uniform; steadily maintained pressure—remains elastic 


Aloe cotton elastic bandages are woven of long staple 
cotton and “Vinyon E”—a vinyl resin yarn—which 
has been found to produce a superior type of elastic 
bandage because of its natural elasticity. These im- 
proved elastic bandages will provide even, uniform, 
easily controlled and steadily maintained pressure in 
all conditions where an elastic bandage is indicated. 
High quality feather-edge prevents binding. Special 
weave permits free movement, ventilation ano circula- 
tion. Unlike most other elastic bandages, Aloe cotton 
elastic bandages with “Vinyon E” do not have to be 
washed daily in order to retain their elasticity. Wash- 


A. §$. ALOE 


ing need only be done when bandage becomes soiled. 
Each size bandage listed below measures approximately 
5% yards when stretched and is furnished with two 
metal clips in cellophane wrapped and sealed package. 


Each 

PH5934—Aloe Cotton Elastic Bandage with 
PH5935—Same, 24-inch width............. 85 
PH5936—Same, 3-inch width............... 
PH5937—Same, 4-inch width. 1.25 
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45 
iza- 
lied 
ru- 
4, 
to 
of 
to 
sity 
cal 
is 
cal COUNCIL ACCEPTED 
rly 
ter 
his 
Ds, 
ice 
1as 
19, 
ch 
ad ALos compantt 


64 SOUTHERN MEDICAL JOURNAL 


Inspected 
OomMMISS! ON 
STANDAR DIZATION OF 


INS 
BIOLOGICAL STAINE 


Prepared according to Prof«- 
Giemsa’s Original Formula, 
Deutsch, med. Wchnschr., 
1905, 31, 1026. 


Our Giemsa Stain is made in our 
own laboratories and is fully equal to any 
made anywhere in the world. Exclusively 
prepared to provide the bacteriologist with 
a product of unquestionable reliability and 
uniformity. We invite your inquiries. 


Write for our complete cata- 
log of Laboratory Reagents 
and supplies. 


GRADWOHL 


LABORATORIES 
R. B. H. Gradwohl, M. D.,Director 


3514 Lucas Av. St. Louis, Mo. 


THE STOKES SANITARIUM 


Our ALCOHOLIC t d the i 
stores the appetite and sleep, and rebuilds the physical o- 
nervous condition of the patient. Liquors withdrawn gradu- 
pe no limit on the amount necessary to prevent or relieve 
ium. 
_ MENTAL patients have every comfort that their home 


affo: 
‘The. —* treatment is one of gradual Reduction. It 
» Yestores the appetite and sleep; 
Gihdeewel oun are absent. No Hyoscine or rapid with- 
drawal methods used unless patient desires same. 
NERVOUS i are d by us for observation 
and diagnosis as well as treatment. 
E. W. ate Medical Director. Established 1904. 


Hii hlend 2101 


Yes, Doctor 


Although prodyction is limited, please tell 
mothers or patients who need smooth diets 
to ask for the Foley Food Mill at 
department or hardware stores. If 
they cannot obtain it, then have 
them send $1.25 direct to us (giv- 
ing your name) and we will send a 
Food Mill postpaid to each of your 
patients who needs one. 


Special price to doctors, for dis- 
play, 1 only, 75¢ postpaid. 


FOLEY MFG. CO. 


85-5 Second St. N. E., 
Minneapolis 13, Minn. 


May 1945 
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SOUTH CAROLINA 


Columbia Medical Society of Richland County’s building fund 
for a permanent home, recently started by Dr. Hugh E. Wyman 
with a gift of a $500 bond, has grown to $4,000 through similar 
contributions, 

Dr. Charles F. Williams, for thirty years Medical Superin- 
tendent, South Carolina State Hospital, Columbia, has resigned to 
become Director of the Hospital’s research activities. 

Dr. Coyt Ham, Columbia, succeeds Dr. Charles F. Williams as 
an Superintendent, South Carolina State Hospital. 

Clinton Childs Horton, Jr., Pendleton, and Miss Rebecca 
co Atlanta, Georgia, were married recently. 

Dr. Arthur Rhett Gunter, Rock Hill, and Miss Emily Sims 
Jennings, Spartanburg, were married recently. 

Dr. Henry Clay Robertson, Jr., Captain, Medical Corps, A. U. S. 
Charleston, has been awarded the Oak Leaf Cluster in Germany 
for meritorious conduct on the battle field. 


DEATHS 


Dr, Albert Earle Boozer, Columbia, aged 77, died March 1. 
Dr, A. L. Blanding, Fountain Inn, aged 86, died February 25. 
Dr. Samuel Friedheim, Rock Hill, aged 54, died recently. 
Dr, F. R. Lawther, Moncks Corner, Major, Medical Corps, 
. S., Chief Surgeon at Kelly Field, Texas, was killed in a 
plane crash recently. 


TENNESSEE 


Dr. Hugh J. Morgan, Nashville, Professor of Medicine, Vander- 
bilt University School of Medicine, and now Brigadier General, 
Medical Corps, AUS, on leave as Consultant in Medicine to the 
Surgeon General, U. S. Army, Washington, has been named 
President-Elect of the American College of Physicians. ; 

Blount County Medical Society has elected Dr. Beulah Kittrell, 
President; Dr. L. C. Olin, Vice-President; and Dr. W. N. Dawson, 
Secretary, all of Maryville. 

Henry — Medical Society has elected Dr. omg | Scruggs, 
President; Dr. H. Johnson, Le President; and Dr. R. Graham 
Fish, all of Paris. 

Rutherford County Medical Society has elected Dr. J. K. 
Kaufman, President; Dr. Stanley Berham, Vice-President; and 
Dr. Lois M. Kennedy, Secretary, all of Murfreesboro. 

Dr. W. O. Vaughan announces the opening of his new office at 
2103 Hayes Street, Nashville, practice limited to pediatrics. 

Dr. Thomas V. Banks and Miss Jean Sorrell, both of Dyersburg, 
were married recently. 


DEATHS 


Dr. Albert Sidney Abernathy, Pulaski, aged 82, died recently. 

Dr. Tom Barry, Knoxville, aged 58, died March 5. 

Dr. Charles Bailey Bell, Nashville, aged 75, died recently of 
carcinoma of the colon. 

Dr. Robert Ratze Brown, Nashville, aged 54, died recently of 
coronary thrombosis. 

Dr. William Turner Eatherly, Nashville, aged 82, died recently, 

Dr. James I. Foster, Huntsville, aged 69, died recently. 

Dr. Robert Lee Gallaher, Caryville, aged 66, died recently of 
cerebral hemorrhage. 

Dr. Warren D. Gray, Mason, aged 79, died recently. 

Dr. Will C. Harris, Lawrenceburg, aged 87, died March 6, 
following a stroke of paralysis. 

Dr. Robert Oliver Tucker, Nashville, aged 81, died recently of 
angina pectoris. 

Dr. Claude C. Hardison, Lewisburg, aged 76, died February 28. 

Dr. James Lewis Heffernan, Jellico, aged 78, died, recently of 
coronary thrombosis, uremia and prostatitis. 

Dr. John Lemuel Jelks, Memphis, aged 74, died ‘February 27 of 
coronary occlusion 

r. James C. Kelton, Lascassas, aged 74, died recently of 

cerebral thrombosis. 

Dr. Frank W. Watson, Union City, aged 81, 
pneumonia. 

Dr. Lewis Miller Woodson, Gallatin, aged 80, died February 22. 


died recently of 


TEXAS 


Brown-Mills-Comanche-San Saba Counties ee Society has 
elected Dr. H. L. Libstein, President; Dr. J. Burns, Vice- 
President; and Dr. H. B. Allen, Secretary, ait ‘of Brownwood. 

Childress-Collingsworth- Hall Counties Medical Society has elected 
Dr. O. R. Goodall, Memphis, President; Dr. J. A. Odom, Mem- 
phis, Vice-President for Hall County; Dr. F. 7a White, Childress, 
Vice-President for Childress County; Dr. E. W. Jones, Wellington, 
Vice-President for Collingsworth County; and Dr. Charles B. Jones, 
Wellington, Secretary 

Dallas County Medical Society has elected Dr. G. E. Brereton, 


Continued on page 66 
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OR safety and reliability use composite Radon seeds in your 
cases requiring interstitial radiation. The Composite Radon 
Seed is the only type of metal Radon Seed having smooth, 
round, non-cutting ends. In this type of seed, illustrated 
here highly magnified, Radon is under gas-tight, leak-proof 
seal. Composite Platinum (or Gold) Radon Seeds and 
loading-slot instruments for their implantation are available 
to you exclusively through us. Inquire and order by mail, 
or preferably by telegraph, reversing charges. 


THE RADIUM EMANATION CORPORATION 
GRAYBAR BLDG. Telephone MU 3-8636 NEW YORK, N. Y. 


is a brand of extract of whole 


pancreas. It contains all of the enzymes normally present in the 
gland, together with the coexistent organic and inorganic con- 
stituents. 


HOLADIN is indicated as replacement therapy in conditions 
associated with deficient pancreatic secretion, and as an 
aid in the digestion of carbohydrates and fats. 


Originated and Made by 


FAIRCHILD BROTHERS AND FOSTER 


70-76 Laight Street 
New York 13, N. Y. 


SEEDS 
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President; Dr. L. S. Thompson, Vice-President; and Dr. W. W. 
Fowler, Secretary-Treasurer, reelected, all of Dallas. 

Denton County Medical Society has elected Dr. Eva Strahan, 
President; Dr. Jack Woodward, Vice-President; and Dr. G. Ww. 
Hinkle, Secretary, all of Denton. ; 

El Paso County Medical Society has elected Dr. Sam R. King, 
President; Dr. M. P. Spearman, Vice-President; and Dr. John 
F. Martin, Secretary, all of El Paso. 

Gonzales County Medical Society has elected Dr. L. L. Stahl. 
Gonzales, President; Dr. George Holmes, G les, Vice-P ts 
and Dr. C. C. Cogburn, Nixon, Secretary. 

Gray-Wheeler Counties Medical Society has elected Dr. C. E. 
High, Pampa, President; Dr. W. Purviance, Pampa, Vice-Presi- 


dent for Gray County; Dr. Joel Ziegler, Vice-President for 
Wheeler County; and Dr. H. L. Wilder, Pampa, Secretary, 
reelected. 


Guadalupe County Medical Society has elected Dr. A. I. Heinen, 
President; and Dr. Ilse Mannheimer, Secretary, both of Seguin. 

Hays-Blanco Counties Medical Society has elected Dr. John 
M. Flannery, Blanco, President; Dr. Rugel F. Sowell, San 
Marcos, Vice-President; and Dr. J. R. de Steiguer, San Marcos, 
Secretary. 

Hill County Medical Society has elected Dr. Ben C. Smith, 
President; Dr. J. F. McDonald, Vice-President; and Dr. J. E. 
Boyd, Secretary, reelected, all of Hillsboro. 

Hopkins-Franklin Counties Medical Society has elected Dr. Earl 
Stirling, President; Dr. Byrd Longino, Vice-President; and Dr. 
W. Ray Hanna, Secretary, all of Sulphur Springs. : 

Jefferson County Medical Society has elected Dr. Stuart Wier, 
Beaumont, President; Dr. J. Fetts, Vice-President; and Dr. 

. R. Byrd, Austin, Secretary, reelected. 

Liberty-Chambers Counties Medical Society has elected Dr. 
E. W. Sykes, Anahuac, President; Dr. Jack Bevil, Hull, Vice- 
President: and Dr. E. R. Ritcher, Dayton, Secretary. 

Nacogdoches County Medical Society has elected Dr. Langston 
Nelson, President; Dr. Clarence Smith, Vice-President; and Dr. 
Henry Tucker, Secretary, all of Nacogdoches. 

Orange County Medical Society has elected Dr. T. O. Woolley, 
President; Dr. H. H. Key, Vice-President; and Dr. E. W. 
Hawkins, Secretary. 

Group Hospital Service in Texas at a recent meeting of the 
Board of Directors in Dallas elected Dr. E . Cary, Dallas, 
President; Dr. L. N. Markham, Longview, one of the Vice- 
Presidents; and Dr. C. C. Cody, Houston, ex-officio officer. 


| Classified Advertisements 


EDITING—Preparation of papers and reports, indexing, abstract- 
ing, bibliographies and similar services to physicians. Address 
inquiries to Elizabeth M. McFetridge, M.A., 4810 St. Charles 
Avenue, New Orleans 15, Louisiana. 


WANTED—Physicians for mental hospital; graduate class A 
school; experience in psychiatry desirable but not essential; salary 
and partial maintenance; near two excellent colleges. Address 
Box 325, Milledgeville, Georgia. 


FOR SALE—English Cavies, quick service, nine years without 
epidemic, 400 breeders. Equipment creosoted, screened and ven- 
tilated. A trial will prove their stamina and vitality. I do not 
buy any for resale. Quote by dozen, 9-11 0z., 80c; 12-14, 90c; 
15-16, $1.00; 17 up, $1.25 f. 0. b., Houston. Terms cash. 
Houston Caviary, W. N. Fleming (owner), 6615 Sherman Avenue, 
Houston 11, Texas. 


Chicago Eye, Ear, Nose & Throat College 
Established 1897 
231 W. Washington St., Chicago, IIL. 
Practical postgraduate course in Ophthalmolo- 
gy and Orolaryngology. 


Doctors admitted at any time for review and 
clinical observation. 


OSCAR B. NUGENT, M.D., Director 
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Brownwood Memorial Hospital, Brownwood, has elected Dr. 
Ernest F. Cadenhead, President; Dr. R. G. Hallum, Vice-President; 
and Dr. D. R. Scott, Secretary. 

Wilson N. Jones Hospital, Sherman, has elected Dr. Max R. 
Woodward, Chief of Staff; Dr. Frank Sporer, Van Alstyne, 
Vice-President; and Dr. Coble D. Strother, Sherman, Secretary. 

Hendrick Memorial Hospital, Abilene, has elected Dr. O. WwW 
Little, Chairman; Dr. L. J. Johnson, Vice-President; and Dr. 
George D. Thurman, Secretary. : 

Construction of general hospital and convalescent hospital 
facilities at Brooke General Hospital, Fort Sam Houston, has 
been authorized as announced by the War Department, the 
convalescent facilities providing for five thousand men. 

The Edward H. Cary Lectureship has been established at South- 
western Medical College, Dallas, as an expression of appreciation 
to Dr. Edward H. Cary, President of the Southwestern Medical 
Foundation, for his work in connection with the Foundation 
and the College. 

Texas Society of Pathologists has installed Dr. Paul Brindley, 
Galveston, President; and has elected Dr. May Owen, Fort 
Worth, President-elect; Dr. Sidney W. Bohls, Austin, Vice-Presi- 
dent; and Dr. John J. Andujar, Fort Worth, Secretary-Treasurer, 
reelected. 

Texas Radiological Society has installed Dr. T. B. Bond, Fort 
Worth, President; and elected Dr. Herman Klapproth, Sherman, 
President-Elect; Dr. C. A. Stevenson, Temple, First Vice- 
President; Dr. Asa E. Seeds, Dallas, Second Vice-President; Dr. 
R.* P. O’Bannon, Fort Worth, Secretary and Treasurer; and 
R, C. Wilson, Austin, Historian. 

Dr. N. D. Buie, Marlin, at a recent meeting of the National 
Federation of Medical Examining Boards, was unanimously elected 
President-Elect. 

Dr. Fred R. Lummis, Houston, has been named Chairman of 
the local City Health Board, succeeding Dr. E. L. ar Ww 
resigned to devote more of his time to Baylor University College 
of Medicine. 

Dr. Sam J. Aaronson, Amarillo, who recently returned to 
civilian practice from service in the Medical Corps of the Army, 
has been named Health Officer of Potter County. : 

Dr. C. G. Swift, Cameron, has been named Health Officer of 
Milam County. 

Dr. B. L. Jordan, Daisetta, has been reappointed Health Officer 
of Liberty County. 

Dr. G. N. Lancaster, Granbury, has been named Health Officer 
of Hood County. 

Dr. W. H. Harris, Raymondville, has been appointed Health 
Officer of Willacy County. 

Dr. Jewel Daughety, Brownwood, was recently presented with 
the Twenty-five Year Scout Pin. He helped to organize the 
Boy Scout Council of the Brownwood area and had previously 
received the Silver Beaver Award for conspicuous service to; 
Scouting. 

Dr. J. Frank Clark, Georgetown, succeeds the late Dr. A. E. 
Ballard as Director, Central Texas Health Department. 

Dr. H. Ledford, Wichita Falls, succeeds the late Dr. George’ 
T. Singleton as a member of the Board of Trustees of the 
Wichita Falls Independent School District. 

_ Dr. John Edward Kallus, Caldwell, Lieutenant Colonel, Medical 
Corps, A. U. S., was listed among the freed prisoners held by 
the Japanese. 

Dr. Jack F. Burnett, Ennis, Lieutenant Colonel, Medical Corps, 
A. U. S., was recently awarded the Bronze Star for meritorious 
service as flight surgeon with a unit in China. 

Dr. Emil Patrick Reed, Brownsville, was listed among the 
freed prisoners held by the Japanese. 

_Dr. William Nye Corpening, Houston, and Miss Avis Simons 
Kiser, formerly of Laurens, South Carolina, were married recently. 

r. Albert S. Winer, Washington, and Miss Monalee Ellis, 
Fort Worth, were married recently. y 


DEATHS 


Dr. Charles McDaniel Rosser, Dallas, aged 83, died recently. 

Dr. Sigmund S. Burg, San Antonio, aged 83, died recently of 
toxic hepatitis and arteriosclerosis. 

Dr. Branch Craige, El Paso, aged 68, died recently. 

Dr. Walter Emmett Crumpler, Port Arthur, aged 58, died 
recently of a fractured vertebra received in a fall. 

Dr. rt Edward Fleming, Marshall, aged 62, died recently. 

Dr. S. Frank Gilbreath, San Antonio, aged 48, died recently. 

Dr. William Ansley Grant, Bardwell, aged 64, died recently 
of pulmonary fibrosis. 

Dr. Craig Wilson Munter, Fort Worth, aged 44, died recently 
of coronary occlusion. 

Dr. Rufus Amery Sullivan, Dallas, aged 67, died recently. 

Dr. James Edmund Norman, Trenton, aged 76, died recently 
when his car was struck by a train. 

Dr. Newton Jackson Smith, Anson, aged 73, died recently of 
coronary thrombosis, 

Dr. Marcellus A. Walker, Paris, aged 68, died recently of 
cerebral hemorrhage. 


Continued on page 68 
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The Makers of pralgan Present 


A NEW SULFA DRUG 


IN SUPPURATING EAR CONDITIONS 


Not merely a mixture but a potent Chemical Combination. 
Sulfathiazole-Carbamide in specially dehydrated glycerol ‘‘Doho.” 
Contains the equivalent of about 10% sulfathiazole. 

@ EXERTS A POWERFUL SOLVENT @ WILL NOT RETARD THE NORMAL 

ACTION ON PROTEIN MATTER GRANULATION OF TISSUE 


@ CLEANSES AND DEODORIZES @ BACTERIOSTATIC — ANALGESIC — 
THE SITE OF INFECTION DEHYDRATING 


Physician’s Sample Sent on Request 


New York 13, N. Y. THE DOHO CHEMICAL CORPORATION Montreal 


bk 79 
M. E. S. CO. Ointments 


OPHTHALMIC AND NASAL 


Catalog and Price List 
On Request 


DManhattan Eye Salve (ompany 


Incorporated 1063-65 Bardstown Road, LOUISVILLE 4, KENTUCKY 


| 
al 
n 
ys 
of 
e 
sf 


68 


SOUTHERN MEDICAL JOURNAL May 1945 


IN 


4 RECTAL DILATORS 


Used by the profession for more than 
40 years, Young’s Rectal Dilators pro- 
vide anal dilatation and help to restore 
normal tone where tight or spastic rectal 
sphincter muscles have induced a con- 
stipated condition. 


METHOD OF USE: 


© Rectal dilators graduated in size 
from small to large. 


® Made of smooth Bakelite—Non- 
irritating. 
®@ They stretch anal sphincters, there- 
by setting up perisaltic action. 
® Used by patient at home following 
simple instructions by physician. 
15 to 30 min- 
utes’ daily use 
tends to pro- 
mote habit time. 


Sold only on Rx. 


Set of 4 in grad- 
uated size, $3.75 


Children’s Size 
Se 


Available at ethical 
drug stores or from 
your surgical sup- 
ply house. Write 
today for complete 
literature. 


F. E. YOUNG & COMPANY 


450 E. 75th Street, Chicago 19, Ill. 
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Dr. Powhatan M. Waltrip, Sr., Fort Worth, aged 70, died 
recently of pneumonia and cerebral hemorrhage. 


VIRGINIA 


Wise County Medical Society has elected Dr. C. L. Harshbarger, 
Norton, President; Dr. J. D. Culbertson, Coeburn, Dr. R. W. 
Holley, Appalachia and Dr. E. P. Cox, Norton, Vice-Presidents; 
and Dr. Thos. J. Tudor, Norton, Secretary- Treasurer. 

University of Virginia Department of Medicine, Charlottesville, 
has received an added gift of $5,000 to an earlier gift of 
$15,000 from Dr. Stephen H. Watts, former Professor of Sur- 
gery at the University, for a Book Fund for the Medical Library; 
a gift of $500 from Dr, Francis H. McGovern, Danville; and a 
grant of $2,500 from the Board of Directors of the Virginia 
Society for Crippled Children and Physically Handicapped to 
support the work of Dr. Page Newhill, Assistant Professor of 
Neurology and Psychiatry, in the convulsive disorder clinic at 
the University of Virginia hospital. 

McGuire General Hospital, Richmond, is to be enlarged 2,565 
beds as authorized by the Surgeon General, U. S. Army, making it 
the largest general hospital in that area. It will render treat- 
ment to all patients transferred -to it from other evacuation hos- 
pitals, and will function as a neuro-surgery center, with the 
2,565 beds available for neurology cases. 

The Chest Clinic, Richmond Department Public Health, which 
was burned recently, has opened offices again. 

Dr. Robert Gwyn Schultz and Miss Edna Lee Schaaf, both of 
Richmond, were married recently. 

Dr. Frank Wilson Gearing, Jr., Woodstock, and Miss Mary 
Elizabeth Coleman, Boykins, were ’married recently. 


DEATHS 


Dr. M. Grove-Hagan, Richmond, aged 65, died April 2. 
Dr. Joseph Frasia Jones, Richmond, aged 68, died March 11. 
Dr. George W. Young, Pennington Gap, aged 70, died March 2, 


WEST VIRGINIA 


Dr. Thomas L. Harris, Parkersburg, President of the West 
Virginia State Medical Association, has been named a member of 
the Board of Governors of West Virginia University, Morgantown, 
for a four-year term. 

Dr. George E. Gwinn, Beckley, succeeds Dr. Erland H. 
Hedrick as Superintendent of Pinecrest Sanitarium. 

Dr. H. Eastland Steele, formerly with the Bureau of Vital 
Statistics, Bureau of the Census, Washington, D. C., has been 
appointed Director, Division of Vital Statistics in the State Health 
Department. 

Dr. R. D. Smith, U. S. Public Health Service, Los Angeles, 
California, has been appointed Assistant Director of the Bureau 
of Tuberculosis. For the past two years Dr. Smith has been 
with the Division of Tuberculosis Control, United States Public 
Health Service at Bethesda, Maryland. 

Dr. Ward Wylie, Mullens, has received an honorable discharge 
from the Medical Corps of the Army. 

Dr. John H. Trotter, Morgantown, who has been in the Army 
Medical Corps since 1943, has received an honorable discharge and 
has resumed practice in his home community. 

Dr. Irvine Saunders; Welch, has been appointed Superintendent, 
Welch Emergency Hospital, succeeding Dr. F. E. LaPrade, who 
retired from that position. 

Dr. William C. MgCusky, Wheeling, has been appointed for 
another term as a member of the Board of Examiners for Nurses. 

Dr. Richard B. Engle, Beckley, has moved to Mindea, 
Nebraska, where he i$ on the staff of the Seeley Hospital. 

Dr. H. D. Ireland, Hopemont, has gone to Hilo, Hawaii, where 
he has accepted a position as a staff member at the Puumaile 
Hospital. 

Dr. George M. Lyon, Huntington, Captain, Medical Corps, 
USNR, now on special assignment at the Naval Hospital in 
Philadelphia, Pennsylvania, was recently awarded the Bronze Star 
for ‘‘meritorious performance of duty as chemical warfare officer 
on the staff of commander, U. S. Naval Forces in Europe, during 
the period August 1942 to September 1944.” 

Dr. Bert Bradford, Jr., Charleston, Lieutenant Colonel, Medi- 
cal Corps, A. U. S., has been awarded the Bronze Star for 
meritorious service in Belgium. 


DEATHS 


Dr. James Ankrom Baker, Middlebourne, aged 69, died March 5. 
Dr. Joe Ray Carder, Clarksburg, aged 51, died March 1 of a 
heart attack. 
Dr. Edward Newton Flowers, Clarksburg, aged 78, died recently 
of 6 eg arteriosclerosis and bronchopneumonia. 
O. S. Hare, Bluefield, aged 64, died recently of congestive 
disease. 
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Admiral Halsey has his 
eye on a fine white horse 
called Shirayuki. 


Some time ago,atapress 


conference, he expressed 
Po the hope that one day soon 
Official U.8. Navy Photo he could ride it. 

The chap now in Shirayuki’s saddle is Ja- 
pan’s Emperor—Hirohito. 

He is the ruler of as arrogant, treacherous, 
and vicious a bunch of would-be despots as 
this earth has ever seen. 

The kind of arrogance shown by Tojo—who 

was going to dictate peace from the White 
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House ... remember? 


Well, it’s high time we finished this whole busi- 
ness. High time we got the Emperor off his 
high horse, and gave Admiral Halsey his ride. 
The best way for us at home to have a hand 
in this clean-up is to support the 7th War Loan. 
It’s the biggest loan yet. It’s two loans in 
one. Last year, by this time, you had been 
asked twice to buy extra bonds. 
Your personal quota is big—bigger than ever 
before. So big you may feel you can’t afford it. 
But we can afford it—if American sons, 
brothers, husbands can cheerfully afford to die. 


All OUT FOR THE MIGHTY 7” WAR LOAN 


SOUTHERN MEDICAL ASSOCIATION 


This is an official U.S. Treasury advertisement— prepared under auspices of 
Treasury Department and War Advertising Council 
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MEAD JOHNSON & COMPANY 
COOPERATES WITH THE COUNCILS 


ALL MEAD'S 
PRODUCTS ARE 
COUNCIL-ACCEPTED 


Alacta; Amigen Powder; Amigen 
Solution 10%; Amigen 5% in 5% 
Dextrose Solution; Mead’s Ascor- 
bic Acid Tablets; Casec; Mead’s 
Cereal; Mead’s Cod Liver Oil For- 
tified With Percomorph Liver Oil; 
Mead’s Standardized Cod Liver 
Oil; Mead’s Cod Liver Oil With 
Viosterol; Dextri-Maltose Nos. 1, 
2 & 3; Dextri-Maltose With Yeast 
Extract and Iron; Mead’s Halibut 
Liver Oil; Mead’s Powdered Lactic 
Acid Milk No. 2; Mead’s Mena- 
dione in Oil; Mead’s Niacin T'ab- 
lets; Nutramigen; Olac; Mead’s 
Oleum Percomorphum With Other 
Fish-Liver Oils and Viosterol 
(liquid and capsules); Pabena; 
Pablum; Mead’s Pectin-Agar in 
Dextri-Maltose; Mead’s Pow- 
dered Protein Milk; Mead’s Ribo- 
fiavin Tablets; Sobee; Mead’s 
Thiamine Hydrochloride Tablets; 
Mead’s Viosterol in Oil; Mead’s 
Viosterol in Halibut Liver Oil; 
Mead’s Brewers Yeast Powder; 
Mead’s Brewers Yeast ‘Tablets. 


VoLUNTARILY, we market only Council-Accepted 
products because we have faith in the principles for 
which the Council on Pharmacy and Chemistry (and 
the Council on Foods) stand. We have witnessed the 
three decades during which the Council has brought 
order out of chaos in the pharmaceutical field. For over 
thirty years it has stood—alone and unafraid—between 
the medical profession and unprincipled makers of 
proprietary preparations. 


The Council verifies the composition and analysis of 
products, and substantiates the claims of manufac- 
turers. By standardizing nomenclature and disapprov- 
ing therapeutically suggestive trade names, it dis- 
courages shotgun therapy and self-medication. It is the 
only body representing the medical profession that 
checks inaccurate and unwarranted claims on circulars 
and advertising as well as on packages and labels. 


The Council, through N.N.R. and in other ways, 
augments the work of the U.S. Pharmacopoeia, testing 
and evaluating scores of new products which appear 
during the interim between Pharmacopoeial revisions. 


We are conscious of the fact that the Council has at 
times been criticized both in and out of the medical pro- 
fession. We hold no brief for perfection in any human 
agency. But we subscribe to the fact that the work of 
the Council is sound in principle; and in this high- 
pressure day and age, we shudder to think of a return 
to the unrestrained patent -medicine -quack-nostrum 
conditions of three decades ago, when there was chaos 
instead of Council. 


MEAD JOHNSON & COMPANY 
EVANSVILLE 21, IND., U.S.A. 
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ochetes alone 


and the infection of others. 


EOPLE who feel well balk at the idea of 
~ taking weekly injections, particularly if 
the injections are painful or make them feel 
ill. Therefore, once the early signs of syphilis 
disappear, many patients become indifferent 
to treatment. A recent survey shows that: 

only 1 out of 4 clinic patients with early 
syphilis, undergoing the standard 70- 
week course, continues treatment long 


enough to receive minimal protection 
against infectious relapse. 


ANTISYPHILITIC 


not on disappearance of spir- 


positive Wassermann reaction 


whether the treatment is such that 
within the shortest possible time the pctient 
he receives maximum protection against relapse 


the reversal 


A realistic approach to the problem is pro- 
vided by the use of Mapharsen, a rapidly 
administered arsenical that minimizes the 
discomfort of injections; one which is well 
tolerated by the patient; and one which gives 
a high degree of protection in a short per- 
iod of time. Consideration of these factors. 
increases the possibility of securing sufficient 
cooperation on the part of the patient to 
insure the continuance of therapy beyond the 
point where relapse or the infection of others 


is possible. 
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